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NATURAL HEALTH EDUCATORS 


CHILD will never meet anyone more anxious than his parents to do what 
is best for him. But, however hard they try, they cannot avoid making 
him suffer from their own imperfections. At intervals they expose him 
to deadly dangers because they have not learned where danger lies. Time and 
again they fail him because they do not understand his nature and his needs, 
his hopes and his fears, his strengths and his weaknesses, his powers and his 
limitations. Repeatedly they injure him because they do not understand them- 
selves, and so use him to feed their own emotional hungers. And day after 


day, because they know no better, they coach him to think, feel and act in 
their own imperfect images. 


Since no-one else will leave so indelible a stamp upon the child, parents are 
key health educators. We must therefore do all we can to help them to gain 
the knowledge and insight they need and want. We cannot hope to influence 
them all direct. So we must try to educate them through those to whom they 
look for guidance: doctors, dentists, nurses, midwives, sanitary inspectors. And 


we can reach the next generation of parents through teachers, youth leaders, and 
the staffs of universities and training schools. 


In their daily work, people such as these constantly influence what folk think, 
feel and do. So they might be called natural health educators. But too often 
their training neither inclines nor fits them to teach health. Opportunity offers, 
but awareness, knowledge and technique are lacking. We must therefore awaken 
their interest, enrich their understanding and develop their skill. 


The training of entrants to these professions rests with our universities and 
training schools. It is for them to see that this blind spot is removed, The Uni- 
versity of Minnesota experiment in health education described by Thomson (page 85) 
is an interesting example of how this is being done. Is this not something other 
universities might copy ? 

The responsibility for arousing and training those already at work is shared 
by local authorities and professional organisations. Some of the principles and 
methods that can be used are discussed in this issue by McAllister (page go) and 
Sutherland (page 70). But what really matters is whether all who are in a position 
to help will examine and go out to meet and overcome the health education 
challenges that face them in their daily work. Readers of this journal may 


care to ask themselves if they could not do something more to see that this 
is done. 
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HOSTILITY IN 
MODERN SOCIETY* 


sy Jonn R. Seevey, Executive Officer, 
The National Committee for Mental 
Hygiene (Canada). 


THe most notable characteristic of our society—so noted now that it is 
almost trite to call attention to it—is that it is a society of rapid, and 
probably increasingly rapid, change. 

It is instructive to contrast our society with that of the thirteenth or 
fourteenth century. In mediaeval society the words ‘ sacred ’, ‘ sanctified ’, 
‘ hallowed ’, not only still had meaning, but referred to matters of central 
concern. It was a society in which a term like ‘just’ or ‘ moral’ had 
relevance to life, and a meaning not very different from ‘ traditional ’ or 
‘customary ’. It was a society of ordered and ancient ways—ways made 
accustomed and fitting by their existence ‘ from time immemorial’. It 
wasa society of direct expe riences and person- to- person ties. Such person- 
to-person relationships were matured over long periods, in profound 
intimacy, and taking the ‘ whole person ’ into account. It was a society 
based on the family and familiarity ; and the other relationships—of serf 
to lord, or man to God—were merely the same relationships writ large. 
It was a society of crescive institutions—institutions that had merely 
grown, and that seemed right and natural because no man lived ong 
enough to tell whence they had come or whither they were tending: t 
every generation, what was seemed necessarily to have always been. It 
was substantially a homogeneous society—a society in which any two 
men on any one of its few levels were likely to have much the same 
‘ knowledge ’ and beliefs, the same judgments of what was true, worthy 
and of good repute. It was a society in which the division of labour 
was simple, specialisation rare, and money something that most people 
had never seen, and, some, never heard of. It was a society of little free- 
dom, few alternatives and little necessity to make choice. It was a society 
in which there seemed to be some relation between virtue and reward, 
and where the few discrepancies could be credibly accounted for in terms 
of a still-believed-in life-to-come. It was a world in which man’s view 
of the universe, of himself and his fellows was unified, consistent, encour- 


*® The second of two articles based on an address delivered at McGill University 
in November, 1948. 
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aging and not patently contradicted by the brute facts of his daily experi- 
ence. It had predominantly the character of the seamless web. 


To that picture it is possible to oppose—though perhaps it is not 
necessary—a list of type-words that characterise our society, today. I¢ 
is a society predominantly secular and “ matter-of-fact’. It is a society in 
which order is difficult to discern ; and what is ancient is very nearly 
synonymous with what is discredited. It is a society of indirect and 
mediated experience, based largely on such local and temporary ties as 
cash and shifting interest afford. It is a society in which no relationship 
—even that of parents to children—typically endures more than a few 
years, where ‘ contacts ’—the very word reeks of the twentieth century— 
are shallow and superficial, and based, for the most part, on some one or 

other segment or facet of the personality. It is a society in which the 
| family and the friendship, the primary groups, are disintegrating under 
the impact of secondary group attitudes imported into them—the ulterior 
motive and the manipulative attitude. It is a society, very largely, of 
enacted institutions: institutions enacted so fast and so easily that wise 
is the man who keeps his lawyer at his elbow. It is outstandingly a hetero- 
geneous society—a society indeed so heterogeneous that communication 
between its members is rendered nugatory by its difficulty where it has not 
already been poisoned by its purposes. What is true, worthy, or of good 
repute, is not only not the subject of widespread agreement, but the object 
of endless dispute ; even the very canons by which it shall be recognised, 
and the possibility of achieving such recognition, are themselves in doubt. 
It is a society in which the division of labour is so elaborate as to have 
made of labour something altogether different from what it once was ; a 
society of incredibly fine specialisation ; a society in which little that is 
important is done without the intervention and mediation of money. It 
is a society of—in one sense—much freedom, innumerable possibilities, 
and an abiding necessity to make choices of importance, without in any 
sensible degree being able to predict the consequences of choosing any 
one of the possibilities proffered. It is a society in which the connections 
between reward and luck, or chicane, or insensitivity, or greed, seem 
evident and spectacular ; but where any connection between reward and 
virtue is widely believed, in the words of our current literature, to be 
‘ purely coincidental’. It is a world in which the comforting belief of 
some sort of compensation for the unjust now in some just hereafter is 
increasingly difficult and, perhaps, increasingly necessary. It is a world 
in which man’s view of the universe—if he has one—has little hope 
and less consolation ; where his view of himself is disorganised and 
incoherent ; and his view of his fellows jaundiced and malign. It has 


predominantly the character of chaos. In Walter Lippman’s apt quotation, 
“Whirl is King ” indeed. 
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In a stable society, a society such as ours approximated before the 
dawn of the ‘ modern’ period, or such as some preliterate societies 
approximate today, the rate of social change is, like the movement of a 
glacier, invisible to the unaided eye (and, since they are preliterate, and 
hence have no recorded history, invisible to any eye). A man’s picture 
of himself, his fellows, the universe in which he lives and the relations 
between these, is likely to be very much the same at the end of his life 
as it was near the beginning. The worst that can be said to happen, 
is that, as the years go by, his picture of himself as a boy melts almost 
insensibly into his picture of what he was going to be like as a young man, 
and then as a mature adult and an elder. At most, there is a sense of 
unfolding, of getting to know himself better (just as one gets to know a 
spouse or friend better and better) as time goes by. There may even 
be ceremonial changes, rites de passage, to mark the dropping of one 
role and the assumption of a new ; but these are changes in the outer 
shell of the personality, and do not call for radical revisions in one’s 
notion of what man is, and what one is, or how one should properly feel. 

In a society like our own, however, it is not merely the wise child 
who knows his own father, but a still wiser child who knows his own 
self. I say this neither facetiously, nor with any desire to exaggerate an 
already sufficiently serious situation. 


The Cultural Lag 


The second general characteristic of our society to which I should like 
to draw attention is what goes under the technical name of the ‘ cultural 
lag’. We might also want to add to our consideration the * social lag ’. 

The impressive term ‘cultural lag’ covers a rather commonplace, 
though very important, idea. It is obvious from a cursory inspection of 
our recent history (though it can be more beautifully documented by 
more elaborate methods), that not all parts of the culture change at the 
same rate. If this is true, it means that the culture is always at any one 
time in a state of relative disorganisation ; and the organisation of the 
person and of the society in ways that minimise frustration and hostility 
turn on the culture being itself a well-organised whole. 

A typical instance of cultural lag may be seen in the present state 
of our rather pitiful attempts to control or order sex-behaviour in general, 
and particularly in the unmarried. The man who may be fairly said to 
have upset the standing and reasonably well-working arrangements in 
this regard was a Dearborn mechanic, recently deceased. In the days 
before he brought the dubious blessings of mobility at high speeds, and 
suicide by carbon monoxide or collision, the control of sex-behaviour 
rested with the good old horse. A courting couple, even with the aid 
of a relatively lively animal—which most, rather happily, were not— 
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could hardly, between sunup and sundown, pass the boundary of an area 
which was neatly covered by a gossip web. They were likely to be recog- 
nised and known, and their family was likely to be known, and gossiped 
about and gossiped to. (This is not to say that there were not occasional 
evasions of the net of surveillance and control, but it was exceedingly 
difficult and risky to find what Mr. Kinsey has now called by the devas- 
tatingly technical name of ‘ outlets ’.) On the whole, the social controls 
via the gossip-vine, and the inner controls via the common ideas of how 
a young man and a young woman ought to, and did, behave, tended to 
reinforce one another. Came the car. Came the wayside gasoline station, 
and the ‘ hot-dog stand’, and the far hotel, and the lonely road—not lonely, 
necessarily, in the sense of untravelled, but in the sense of untravelled- 
by-anyone-that-is-likely-to-know-me—and the controls that had stood 
behind and enforced a code of behaviour were, for all practical purposes, 
gone. Certainly the invention of the automobile made impossible the 
policing and enforcement of the code that had previously stood, and made 
possible a type of behaviour that is in rather sharp distinction to it. 
Lagging a little behind the technological invention, the actual forms of 
sex behaviour changed under its impact. But what of the realm of ideas ? 
In the realm of ideas we have the typical phenomenon of a pathetic, 
hopeless-but-determined clinging to the old definitions and all the ways 
of behaviour and items of belief that accompanied them. Even the very 
persons who manifest the new behaviours in this area are frequently 
found to pay lip-service to the old ideas. (I am not saying that we should, 
necessarily, change our ideas to conform to every new way of behaving ; 
I am saying we cannot have organised persons in an organised society 
where lip-service is paid to one set of values, while the run of behaviour 
indicates adherence to a set altogether dissimilar. The one or the other, 
or both, must undergo change.) 

If cultural lag is manifested in the area of sex behaviour, its manifesta- 
tion in the economic area has even more fascinating and fantastic results. 
The run of economic discussion and belief, and, most particularly, the 
generality of the propaganda put out, runs in terms of a set of conditions 
that characterised (to a very rough and approximate extent) nineteenth- 
century England. Only by a most ingenious stretching of terms and 
concepts—like the legal fiction that a corporation is a ‘ person ’—that is 
as difficult to learn as Chinese, and about as useful in the discussion of 
economic realities ; only by the distortion of language in an Alice-in- 
Wonderland-like game of ‘ let’s pretend that this is that instead of this’ ; 
only by such heroic tours de force are we able to keep our notions of how 
things ought to be (and what they once approximately were) in line with 
the realities of how they actually are. 


This general phenomenon of cultural lag means necessarily that there 
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are present in the culture, at any one time, all sorts of elements incom- 
patible with one another or incompatible with the realities to be con- 
tronted, or both. Age-old superstitions, venerable for their antiquity, 
but for nothing else, dispute the field with the best knowledge of the 
day. And, most serious of all, it is unfortunately true that the greatest 
lags are found in precisely these matters that have the greatest importance 
in the guidance of conduct: notions respecting the nature of man and 
society, and the relations between man and the Universe at large. 

[ referred briefly above to ‘ social lag’, but I shall not discuss it here 

length. Suffice it to say that there is in our society, at any given 
moment, a substantial lack of common understanding between those 
who are respectively near to, and far from, the centres from which new 
ideas diffuse—and I mean here by ‘ near’ and ‘far’, not, of course, 
geographic distance, but social. Despite the wonders—and horrors— 
of modern mass communication, it is frequently possible to find within 
the geographic span of a few city blocks definable groups of our popula- 
tion whose central ideas about life, and whose lives, guided by those 
central ideas, are not much less different than those of a Chinese peasant 
and a modern apartment cliff-dweller. 


Discrepancy in Values 


I want to refer, briefly, to one more characteristic of modern social 


life which militates gravely against the possibility of establishing a stable, 
harmonious personality: the grave discrepancy between the attitudes 
and values expected in, and appropriate to, the secondary institutions 
in our society as against the primary. So characteristic is this, that James 
West has said that the process of growing up is very largely one of 
‘ finding out that the world is less like what Mother said it was, and more 
like what the neighbours said it was” 


This is not a matter, merely, of cultural lag. It is a matter of gross 
incompatibility, again in the central definitions and understandings, 
between the primary institutions—the family and playgroup—and the 
secondary institutions—commercial and industrial and professional—in 
our society. 

To take a graphic illustration, let us call up a picture of a young 
adolescent. Let us assume that he has grown up in some relatively stable 
area and that he has come to be what we like to think of as the typical 
product of a * good, happy, loving, Christian home’. He has come to be, 
and has a picture of himself as being, ‘an open, generous, considerate, 
treat-the-other-fellow-as-you-would-like-to-be-treated lad. He is now sixteen 
or eighteen and ready to enter the world of business—though I am not 
here impugning business in particular (teaching, medicine or any other 
occupation would do). 
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He must now learn some, shall we say, ‘ sophistication’. He should 
still be ‘ honest ’—but the word has a substantially different and more 
limited connotation than his Mother or Sunday-School teacher intended. 
(Shrewdness and that kind of honesty are a little difficult to reconcile.) 
Maybe one should ‘ look after the other fellow ’ ; but after all, number 
One is first (even if number One means the firm rather than the indi- 
vidual). Generosity is probably good, and so is frankness ; but, again, a 
bargain is a bargain and only a fool wears his heart on his sleeve. 

He must learn a great many new things. If he continues to think of 
people as people, he may be mighty uncomfortable. He must learn to 
think of them as ‘consumers’ or ‘ labour’ and their relation to him is 
instrumental ; they help make a profit or they don’t, and are valued or 
disvalued accordingly. He must learn, above all, that success depends 
less than he had been led to believe on skill and knowledge, and much 
more on the ability to ‘ sell oneself’. He will learn that there is a new 
kind of skill called ‘ public relations’ or ‘ personnel relations’ whose 
essential technique, very often, is nothing more than the use of primary- 
group attitudes—or reasonable facsimiles thereof: love, the sharing of 
interests, etc.—for the manipulation of persons in a secondary-group 
situation. He will here get aid from all kinds of experts. He will read 
books on ‘ How to Win Friends and Influence People’ and discover 
that the word ‘ Friends ’ has a substantially different meaning from what 
he had, naively, thought. If he had been raised on Machiavelli, the 
novelty of these views would be less striking ; if he has been raised on 
St. Francis, a whole ‘“‘ brave, new world” is being opened up to him. 
He may reject such crass formulations as ‘ It doesn’t matter what you 
know, but whom you know’. But he will need a gospel of reconcilia- 
tion, and he may have to find it at the level of ‘ After all, advertising is 
what makes the wheels of business hum’ . . . and . . . ‘ What is good 
for business is good for the nation ’. 

But he will not attain to this happy estate where he has found the 
sophisms that will allow him to live precariously in two incompatible 
value-worlds, until he has passed through a difficult and painful transi- 
tion-period, and that transition-period is really something to see. I speak 
here not from the comfort and distance of a study armchair, but from 
direct observation over a decade in the business world. I have experienced 
and watched the process of ‘ change ’"—the mother in the case might call 
it ‘ subversion ’—that is involved, and I have talked intimately and long 
with people in various phases of that transition, both then and in the 
years since then. Some have felt keenly the process of making themselves 
over: I remember an office-boy who had qualms about saying the boss 
was ‘out’ to an unwanted visitor, when he was clearly and audibly in. 
Let’s write him off as over-scrupulous—perhaps an obsessive type. I 
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remember well the Director of a large corporation who had moral scruples 
(as well as reasonable fears) about the price-fixing arrangements, the 
‘combination in restraint of trade’, which was one of his responsibilities. 
He had the usual perfect rationalisations, but, somehow he wasn’t quite 
happy about them and would feel compelled to explain and re-explain 
how the situation should be viewed until I felt he was talking to himself 
rather than to me. Some come to despise themselves in the process of 
change: another Director said “ Sure, I’m a son-of-a-bitch ; but who 
isn’t’ ? One man’s theme was: ‘“‘ What else can I do ; you can’t change 
the system, can you”? And some, the successful, I suppose, successfully 
submerge and lose their earlier, ‘truer’ selves and learn to exult in the 
new self they have latterly wrought. When they became men, they put 
away childish things—to good effect ! But not without some wrenck'ng, 


some pain, some scarring and some loss. And, therewith, commonly 
no inconsiderable hostility. 


I cannot at this time go further into the many important aspects of our 
society that are productive of unhappy, divided people and an unhappy, 
divided society, in general ; and of hostility within persons and hostility 
between persons, in particular. One can only refer to the increasing 
bureaucratisation of our society (not only on the part of the government !) 
which renders the individual so remote from the sources of power that a 
sense of apathy, indifference, impotence and hostility are inevitable out- 


comes ; to the increasing killing out of creativity and spontaneity, in the 
face of a demand for external conformity that is supposed to mask and 
hide our inner diversity ; to the increasing preoccupation with the output 
of material goods so that economic considerations in the narrow sense have 
become paramount, and necessitated the subordination of all other aspects 
of living ; to the subversion of communication itself—the very medium 
in which society exists and man becomes man—to the service of statecraft 
or ‘ selling’, under no matter what name or guise. 


I am tempted to say, in summary, that it is my judgment that a society 
so constituted cannot long endure. A society that cannot give a child a 
reasonably coherent, self-consistent notion of himself and his fellows, 
that cannot tell him with some assurance what things are true, worthy 
or of good repute, cannot expect to be a society in which there is a stable 
and abiding order within men or between them. A society that expresses 

-wherever, in little islands it is still coherent—one set of values in its 
primary institutions and a radically different set in all others, cannot 
expect that its members will be tolerably free of frustration and hostility. 
Such a society must expect and will surely have frequent and cataclysmic 
mass explosions, wherever and whenever a person can be found who can 
mobilise and canalise the latent mass hostilities, for whatever ends he 
deems worthwhile. 
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What is the solution ? 


And the answer does not lie in the direction of executing enough war- 
criminals, or, at least, not in that alone. We must address ourselves to 
other questions than the wickedness or psychopathology of this or that 
individual. The gravest danger is that we shall in our sense of insecurity 
take measures that in the long run will increase seven-fold the hostilities 
that we now have. “ And the last state of that man shall be worse than 
mea...” 

There is no dearth of ‘ answers’ in this area as in so many others. 
There is only a dearth of answers that make any sense. One cannot list 
them all and examine them individually, but we should consider the three 
major ‘ heresies ’. 

The first major proposal (which I believe to be impossible, rather than 
vicious) is that we should arrest the course of social change. The sugges- 
tion is that we should control the rate of invention, especially technical 
invention, so as to be able to slow the rate of change down to a more 
manageable pace. My judgment is that, in the process of getting control 
of the rate of invention, we shall have to sacrifice so many paramount 
values that the game would not be worth the candle. 

The second major programme maintains that we should ‘ return’ to 
the ancient values and the bygone ways. In the face of difficulty, the 
suggestion of regression falls ever on willing ears, but my feeling is that 
the recommendation is both vicious and impossible. It is impossible in 
a double sense. It is impossible because one cannot wash out the experi- 
ence of mankind ; the experience that has been had since those values and 
beliefs held sway, and, in their day, made sense. It is also impossible, 
because men are not disposed to re-attach themselves to a system which 
they have firmly rejected, on the ground of what they have experienced. 
It is vicious in the sense that it is an invitation to man to deny his highest 
nature ; his willingness to believe what is true rather than what is merely 
comforting, and his willingness to sacrifice a lower for a higher good. 

The third major programme maintains, that, since all social problems 
are conflicts about values, the answer is to make man value-free. This is 
very like the suggestion that we abolish crime by repealing the criminal 
code. Nevertheless, it is seriously put forward. My sense again is that 
it is both impossible and vicious. It is impossible because, it is safe to 
predict, no living body of men can be got to behave in this way. And 
it is vicious because, if they did, they would destroy the possibility of 
any kind of society and any kind of person, in the process. It is an 
invitation to man to deny his moral nature, his capacity for choice, and 
therewith to save himself as a biological organism by destroying himself 
as a human and social one. I do not see any hope in any of these 
directions. 
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We have to accept a rapidly-changing society as a datum, though we 
can do something, if we will, about our cultural lag and about the major 
incompatibility of the elements in our culture. 

We can live in a society of rapid change, but only if we are organised 
and oriented in terms that may remain invariant, but still appropriate 
under changed conditions. This means that we must learn to be attached 
to an order of values and a system of understandings that is much more 
general, much less tied to the vagaries of time and place, than any ethical 
or knowledge-system we have yet known. The only systems of value or 
of knowledge that have this order of generality are those that derive their 
authority from what is abiding and universal rather than transient and 
local: the nature of man on one side and the nature of things on the 
other. A rational ethic and a rational science have both some likelihood 
of surviving the vicissitudes of time and space, and a rational ethic is a 
derivative of a full-grown science of man. 

That full-grown science of man we do not yet have, and are not 
perhaps likely to have, in the proximate future. What we do now have, 
however, is sufficient knowledge to indicate that many cherished notions, 
beliefs and practices do not have the universal validity to which they once 
laid claim. We have sufficient positive knowledge of the nature of man 
to say with assurance that some things are good and other things are bad ; 
meaning here, ‘ good for man’ and ‘ bad for man’. Here and there, we 
may have to cover the gossamer-slender structure of knowledge with the 
web of faith—human faith, a sense of the true potentialities in men. 
But that it is possible to have an ethic that is derived from our knowledge 
of the nature of man in one part, and, not in conflict with anything we 
now know about man in its other part, I do not doubt. Whether my 
hopes are ill- or well-founded, I submit that only so shall we steer between 
the Scylla of absolute relativism—which implies intra-personal and inter- 
personal chaos—and the Charybdis of our present absolutisms, which 
imply the perpetuation of the conflicts, frustrations and hostilities that 
we now face. In the face of such an achievement, the problems of cul 
tural lag, and the conflict of incompatible elements in the culture, will 
either not arise or speedily find their resolution. 

So, and only so, can the kind of society which we have dreamed of, 
but never quite achieved, come to its birth ; and man to the fullness of 
his manhood. So, and only so, when man, with a more adequate know- 
ledge of himself, comes, by that knowledge, into control of the conditions 
that make him what he is, will he reach to his full stature. So, and only 
so, will man, who has timelessly made his gods in his own image, remake 
himself in the image of his gods. This way lies Life—and the other 
way. Death. 
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THE SOUTH AFRICAN 
HEALTH CENTRE 
SERVICE 


By W. Norman Taytor, M.D.(Lond.), 
D.P.H., Professor of Hygiene, South 
African Native College, Fort Hare. 


IN the more primitive countries now emerging from their backward ways, 
those in medical charge have had the benefit of learning from what has 
gone before in Europe and America. They can see the problems more 
clearly. They know where the priorities must lie. Some of these countries, 
India, the West Indies and South Africa, for example, are very like what 
Britain was in the early nineteenth century. They are on the brink of 
their own industrial revolutions, and the conditions that were found a 
century and a half ago in Europe and America are repeating themselves. 
There is the rapid increase in population, the dislocation of home life, 
the disruption of the old traditions, and the overcrowding of the cities 
with new industrial workers. And as an additional complicating factor 
there is the rapid loss of the fertility of the soil due to the introduction 
of western agricultural methods which have exploited the land beyond its 
proper capacity to produce food. 

Some years before the war South Africa began to be aware of the 
tremendous health problems to be tackled. It was noticed, for example, 
that the physique of the natives coming to work in the gold mines was not 
as good as it formerly had been. They were malnourished, they easily 
went down with tuberculosis, and there was a high incidence of venereal 
disease. Surveys done in the native territories confirmed this. Disease 
of all sorts was rife. Tuberculosis and venereal disease were in almost 
epidemic proportions, while plague, smallpox, typhoid and typhus were 
endemic in many areas. Malnutrition was on the increase, and only 
Government intervention averted several serious famines. The infant mor- 
tality rate, as one would expect, reflected this state of affairs. And, 
chiefly owing to delays caused by the war, the situation is almost as bad 
to-day, and in some respects even worse. Even in the towns the amount 
of sickness among the natives is alarming. South Africa holds two world 
records for tuberculosis death rates. It has the highest death rate in the 
world in respect of the natives, and the lowest in the world as far as 
the European population is concerned. 
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How South Africa set out to Solve its Health Problems 


At that time, before the war, the first reaction of those seeking a 
remedy was, as usual, in terms of doctors and hospitals. It was found 
that in some parts of the native territories there was one doctor per 
80,000 persons. In the whole of the Transkei—what was formerly known 
as Kaffirland, the home of the Klohsa tribes, a million and a quarter 
strong—there was one Government hospital, with 200 beds. Clearly, 
thought the planners of those days, all we need is more doctors and 
more hospitals. The first decision was to train native sub-standard 
doctors, giving them a shortened and eminently practical course in much 
the way that is done in Uganda, the Sudan, and India. On the face of 
it this was an excellent plan. These doctors, or Medical Aids as they 
were called, were taught the principles of hygiene and how to recognise 
and treat the commoner diseases. But snags were soon encountered. 
South Africa is not a primitive country in all parts, where even sub- 
standard doctors would be better than nothing at all. In South Africa 
there is a Medical Council with strict rules of standards and conduct for 
medical men, and an impossible situation was created where semi-skilled 
doctors were coming into conflict with private practitioners. The advent 
of the war made it possible to allow this scheme to die a natural death. 
It also gave an opportunity to think of what was really needed. 

First of all it was clear that by far the majority of the diseases that 
the natives suffered from were easily preventable. Plague, typhus, enteric 
and the like do not need doctors but sanitarians. Tuberculosis, venereal 
disease and infant mortality, though largely the reflection of social and 
economic conditions, can be reduced if brought under sanitary super- 
vision. And no one can deny that the medical profession has been singu- 
larly unsuccessful so far where tuberculosis is concerned. From this the 
logical conclusion was drawn that what was required, in order to satisfy 
both the needs of the country and the existing medical practice, was to 
organise a true health service, as opposed to a mere disease-curing service. 
And this is what has now been done. 

A lead was given by a small rural hospital, where the doctor in charge 
was sending trained Bantu helpers out into the homes of the people, 
to teach them h 1ygiene and nutrition, rather than waiting in his hospital 
for them to come to him with their sickness on them. The experience 
of Peckham, too, was not without its influence, and, as a result, the South 
African Health Centre Scheme came into being. 


The Health Centre Scheme 

This scheme is designed to bring a comprehensive health service to 
under-doctored communities, the emphasis there being on the word 
health, Certain areas where the need is greatest are chosen. These areas are, 
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at present, necessarily small in size so that the health work can be done 
thoroughly, though the curative work that goes with it has, inevitably, 
to cover a larger field. At the nucleus of each area is a Health Centre, 
sometimes with outlying sub-centres. In organising charge of each Health 
Centre is a medical officer, who is a specialist in social medicine, and 
under him are his teams of workers. The primary function of the 
Health Centre is promotive health work among the people, and this is 
carried out by the teams, their members being specially trained in hygiene. 
In the teams are two grades of workers. Firstly there are the Health 
Assistants, who are the rank-and-file as it were, roughly corresponding to 
sanitary inspectors and health visitors, and secondly, when available, there 
is the Medical Aid or Hygiene Officer. Nurses and other specialists may 
also be attached to these teams. The training of the health assistants is at 
present short and almost purely technical in character, but the hygiene 
officers are men and women who have been given a thorough professional 
training. This has been provided by the University of South Africa, which 
now gives the degree B.Sc.(Hygiene), a three year course at university level. 
This degree consists of the basic pre-medical sciences, the full physiology 
course, and a comprehensive course in hygiene. The hygiene includes 
bacteriology, entomclogy and parasitology in addition to sanitary science, 
social medicine, public health and soon. The University of South Africa 
is in the lead of Commonwealth Universities in providing a course to fill 
a long felt want, namely the elevation of hygiene from a technical to a 
professional level. There is no desire on the part of the University to 
divorce hygiene from medicine, but it does recognise their equal 
importance, 

The actual work done by the health teams from the Health Centres 
consists essentially of house to house visiting, collecting vital statistics, pre- 
venting the spread of epidemic diseases, doing prophylactic inoculations, 
giving advice on environmental sanitation, and the various ramifications 
of social hygiene such as infant welfare, industrial welfare, mental health 
and such like matters. Since malnutrition is such a factor in health 
work some knowledge of gardening and agriculture is also needed. They 
are thus health yeni na in the widest sense of the term. They must in 
addition be able to recognize ill health and arrange for it to be dealt with. 


The Medical Work of the Health Centre 

Working with |the health teams are the medical officers attached 
to the Health Centre. Their chief function is to watch the bodily 
health of the people living in the areas where the health teams are 
working. This i$ done by routine check-ups, taking the family as the 
unit, much as was done at Peckham. The Health Centre would also 
provide a general |practitioner service for the inhabitants of its limited 
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area. At present, with the centres so few and far between, the medical 
officers usually find themselves swamped by the sick and suffering from 
far and wide. 

Even when the so-called preventable diseases have been banished at 
some time in the future, there will be plenty of curative work still to 
be done, as is the case in Britain to-day. How much greater is the need 
in South Africa at present. The new scheme, therefore, must provide for 
the training of more medical officers as well as of hygiene officers. They 
of course now get the full medical training. At the medical schools in 
Cape Town and Johannesburg Bantu, Indian and Coloured students work 
side by side with Europeans. The accommodation, however, is not suffici- 
ent for the demand, and so at Durban a new medical school is being built 
up, which will provide a much greater number of non-European doctors. 
Then, it is hoped, the Health Centre Service will come into its own, 
staffed by those promoting health and those relieving sickness working 
together as equal colleagues. 

It is too soon to assess the effect of the Health Centre Scheme so far, 
and it is still subject to modification in the face of many difficulties, politi- 
cal, financial and prejudicial. But this country, with its vast spaces, its 
scattered and malnourished population of different races, many of them 
uneducated and apathetic to progress, and with the complications brought 
about in some quarters by colour and a lop- sided economic system—this 
country is one where bold and radical measures have to be taken. New 
techniques have to be evolved when dealing with problems that do not 
exist elsewhere, and nowhere is this more essential than in this land of 
sunshine and shadow, South Africa. 


BIOGRAPHICAL NOTE 


W. NORMAN TAYLOR, M.D.(Lond.), D.P.H.—Professor of Hygiene at the 
South African Native College, Fort Hare (University of South Africa), where he 
is engaged in training Hygiene Officers for the new Health Service. He was 
formerly Assistant Medical Officer of Health at Bath, Somerset, and during the war 
served in the R.A.M.C. 
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MILESTONES! IN MEDICINE 
10. THE KING’S EVIL 


| By E. AsHwortH UNpERwoop, M.A., 
| B.Sc., M.D., D.P.H., F.L.S., Director, 
The Wellcome Historical Medical 
Museum ; Hon. Lecturer, University of 
| London. 


| 


Brerore leaving the long period of superstition which forms the Middle 
Ages it might be well to say something of a practice which originated 
then, and which persisted in this country for six and a half centuries. 
This was the prerogytive exercised by the monarch of ‘ touching for the 
King’s Evil’. It is generally held that this disease was scrofula, or 
tuberculous glands df the neck, but quite recently it has been asserted 
that the disease may: have been syphilis. Setting aside any discussion of 
such a difficult question, there is no doubt that other illnesses besides 
scrofula, and especially certain forms of blindness, were supposed to 
benefit from the royal touch. 

Some French writers have asserted that the practice began with Clovis 
in 496 a.p., but this early origin is doubtful. In this country the first 
king to touch was Edward the Confessor, who had learnt the practice 
during his exile in France. After his death in 1066 it fell into disuse, 
but it was later revived, and by the fourteenth century the sovereigns 
were in the habit of touching many persons. In a period of just under 
two years Edward III touched 885 persons, and from the accounts most 
of these were satisfi¢d with the success of their cures. Then followed a 
period when the practice was unpopular, and applicants for touching 
were few. 

The Angel—the ' touch- piece which later became familiar—was first 
minted in gold by Edward IV in 1465. Twenty years later Henry VII 
retained it as the official gift from the sovereign to the person whom 
he had touched. At that time it had a value of about 6s. 8d., though its 
value rose later at times to 10s. or more. It soon became the usual fee 
for the attendance of a physician. A hole was bored through the coin, 
and it was hung by ‘the sovereign round the neck of the patient. 
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It was in the reign of Henry VII that the practice of touching was 
dignified by the inclusion in the Prayer Book of a ceremonial ritual 
tor the ceremony of touching, and with modifications these official prayers 
were printed until the time of George I. 

During the reigns of the last two Tudors, Mary and Elizabeth, there 
was a remarkable increase in the extent of the practice. William Clowes, 
the greatest of the early English surgeons, published a book on the King’s 
Evil in 1602, and in this he gives details of a man whom he had treated 
for extensive ulceration of the neck during a period of a year. His treat- 
ment was unsuccessful, and the man was later advised by the Queen’s 
Chirurgeons to submit himself to the royal touch. This he did and “ she 
cured him safely within the space of five months ”’. It is rather significant 
that after the touching the only treatment which the man used for his 
lesion was “ sweete and fresh cleane cloathes, and now and then washed 
the sore with white Wine ”’. 


The practice reached its peak in this country during the reigns of the 
Stuarts. It certainly got off well after a bad start, for that cautious Scot, 
James I, was disinclined on his accession to practise something in which 
he did not believe. However, the English people might have thought 
that a sovereign who did not believe in this royal prerogative could be 
no King of England by Divine Right—and the advice of his counsellors 
soon prevailed. There was a great increase in the popularity of the 
practice under Charles I, and in his reign—up to 1634—special ‘ healing 
Angels’ were minted. After his death scarves which were supposed to 
have been soaked in his blood at his execution were considered to be 
efficacious. After the Restoration touching was performed more than 
at any other period. In 1660 Charles II touched 600 persons at one 
sitting, and the great Stuart surgeon, Richard Wiseman, said that Charles 
cured “‘ more in any one year than all the Chirurgions of London had 
done in an age.”” That great master of English prose, Sir Thomas Browne, 
the author of the Religio Medici, expressed no doubts about the efficacy 
of the royal touch. 

William of Orange came to this country without the traditions of 
hereditary right which governed most of his predecessors on the throne, 
and he made no attempt to encourage the practice. The question of 
hereditary right was evidently a cause of some thought to Anne, and 
on her accession she resumed the practice of touching. On March 30, 
1712 in St. James’s Palace she touched 200 persons, and one of these was 
an infant named Samuel Johnson. To his death the great lexicographer 
and man of letters bore the marks of scrofula on his neck. The failure 
of Anne’s royal touch was there for all men to see. After her the 
Hanoverian Kings claimed no prerogative in this direction, and George I 
evidently regarded it as an interesting and curious relic of the past. 
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SAFETY IN THE HOME 


By C. A. Boucner, M.A., D.M., D.P.H. 
Medical Officer, Ministry of Health. 


Tue home can be a dangerous place : every room in the house, including 
the stairs, presents its particular hazards. Accidents occur and the more 
serious ones are reported in the local newspapers, but people read 
of them with detached interest and are unaware of their frequency. 
They are certainly unaware that in Britain nearly 7,000 persons are killed 
every year as an immediate or delayed result of an accident in the home, 
which means that more than 18 persons are killed every day in this fashion. 
Many more persons are killed every year in their homes than on the 
roads, yet a far greater amount of propaganda is devoted to the reduction 
of road casualties than to home casualties. Since road casualties depend 
on so many factors, however, it would seem more’ profitable to devote 
similar publicity to home accidents, which to a large extent are pre- 
ventable. But to raeet with success one must stimulate the interest of 
the public and overcome that dull apathy in which we say complacently 
“Oh well, it could not happen to me.” 

The Chief Medical Officer of the Ministry of Health has drawn atten- 
tion to this menace in a recent report. The position becomes startling 
when it is realised that the annual number of fatalities is steadily 
increasing, and in fact has increased by nearly 1,000 during the last 
five years for which figures are available, 1943-47. Seventy-five per cent 
of these fatal accidents affect children under five years and elderly persons 
of pensionable age, and it is in these two age groups that the increase has 
predominantly occurred. 

Apart from this large number of fatal cases there is the huge number 
of serious accidents which do not result in death but which cause pain, 
suffering, disablement and the blocking of hospital beds for long periods : 
this figure cannot be ascertained because accidents are not notifiable, but 
a conservative estimate would be 100,000 cases annually.. 


What is the Cause ? 

The difficulty now arises of establishing the causes of these accidents. 
It is tempting to lay the blame on mechanical and structural defects in 
the home, and in fact accidents are generally attributed by the victims 
or their relatives to such causes. This belief, however, ignores the human 
factor and makes the solution too simple ; and it is not supported by 
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the evidence available. Random surveys have been made during the last 
few years by health visitors of some local authorities, the D.P.H. students 
of the London School of Hygiene and Tropical Medicine, and the Edin- 
burgh City Police. The conclusions drawn are in general agreement 
and suggest that at least half of these accidents are readily preventable 
and are due to errors in human judgment and carelessness on the part 
of the individual. Similar conclusions have been reached by Colebrook 
in his analysis of 1,000 cases of burns and scalds admitted to the Burns 
Unit of the Birmingham Accident Hospital. 

There is no doubt that some persons are accident prone ; twenty years 
ago Marbe, a German psychologist, showed that a person having one 
accident is more liable to have another than an accident-free control under 
similar circumstances. This belief has been supported by experience in 
industry. So it appears that a considerable proportion of accidents is 
limited to a relatively small proportion of the population. As would be 
expected, the accident rate increases with infirmity, and this of course 
explains the predominance of accidents in old people. Overcrowding, 
too, is a factor in the causation of accidents ; with the result that from 
this cause young children are the main sufferers. In all age groups and 
in both sexes accidents increase in inverse ratio to the level of income and 
rental, but this may be due to the overcrowding and other factors men- 
tioned before. From an enquiry in Glasgow in 1943 into burning injuries 


in the home, Dr. Marion Wright concluded that in most cases squalid 
living conditions, with the overcrowding and low level of intelligence and 
conduct associated with them, provided the background to these accidents. 
She found that poor living conditions rather than real poverty precipitated 
accidental injuries. 


In the United States there is a home accident problem almost identical 
with that in Britain. If one makes allowance for the differences 
in population not only is the total number of fatal accidents much the 
same but the sexes and different age-groups are affected in similar pro- 
portions. The American Public Health Departments appear to be attack- 
ing the problem with vigour, and a great deal of publicity is being focused 
on it. Some of their analyses suggest that mechanical factors are the 
responsible agents for sixty-four per cent of the fatal accidents. But in 
two-thirds of these there is a contributory personal factor and, especially 
in the elderly, the disability is more important than the hazard. Their 
writers thus maintain that education on the hazards in the home alone 
is not sufficiently comprehensive to reduce appreciably the number of 
accidents. 

In Britain we are in general agreement with the conclusions of the 
American authorities. Structural defects in the home are undoubtedly 
in many cases precipitating factors. Overcrowding is a social problem 
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which may only be temporary. The purchasing of faulty and shoddy 
appliances in the shops is a reflection of the ignorance of the public 
about this question and their indifference to the dangerous qualities of 
these articles. Other contributing causative factors are infirmity, careless- 
ness, low mental calibre and neglect. 


Who are Affected ? 


As has been said earlier, three-quarters of the fatal accidents affect 
children under five years and elderly persons of pensionable age. Falls 
account for sixty per cent of the fatalities, while fifteen per cent of the 
deaths result from burns and scalds. The proportion in these two age 
groups differs. In old people a fall is the predominant cause of death 
from an accident ; while deaths from burns and scalds and accidental 
coal-gas poisoning contribute in equal parts about one-fifth of the 
fatalities. In young children deaths from burns and scalds play a much 
bigger part, and are only exceeded in number by deaths from suffocation, 
which are of course confined mostly to infants and are not yet fully 
explained. 

Bearing in mind the three major causes of accidental death in the 
home, i.e. falls, burns and scalds, coal-gas poisoning, it is worth con- 
sidering the hazards in each room in the house: suffocation is omitted 
because its various causes are still being examined and no clear conclu- 
sions have yet been reached. 

In the kitchen the stove and sink are often sited badly, especially 
with regard to light: the handles of the saucepans on the stove are turned 
outwards rather than inwards: the electric kettle is within reach of the 
children: there is a patch of grease on the floor: poisons are unlocked 
and unlabelled : the mangle is within reach of children’s fingers: opened 
tins with sharp edges and sharp knives are left lying about: there is 
inadequate natural and artificial light. 

In the living-room there is not a playpen: there are no fire-guards or, 
if there is a fire-guard, it is not fixed to the mantelpiece: the electric 
and gas fires are not sufficiently guarded : the tablecloth has overhanging 
edges and can be pulled over, with resulting scalds: carpets are frayed 
and rugs are free on a slippery floor : toys and other articles lie scattered 
over the floor, and thus precipitate falls: electric wires are frayed, and 
straggle over the floor: electric wall sockets, when not in use, are not 
occluded by dummy plugs. 

The stairs are often too steep, they are often badly lighted : the landing 
light cannot be operated from the hall, and vice-versa: the stair rods are 
loose, and the banisters are defective : for old people there is no provision 
of hand-rails on both sides: loose mats are placed at the top and at the 
bottom. 


67 





HEALTH EDUCATION 


In the bedroom there is no free passage between the bed and the 
door : the gas or electric fires are not properly guarded : the gas fire has 
not an adequate flue: the windows have not wooden bars, where the 
room is occupied by young children: loose rugs are on slippery floors : 
night lights or candles are not placed in a safe position: smoking in bed 
is practised : light switches are inaccessible to a person lying in bed: the 
cot may have a soft pillow, and may have no cat net. 

In the bathroom the lighting may be inadequate: electric appliances, 
including radiators, are within reach of the occupant of the bath and may 
be faulty: the medicine and first aid chest may be too accessible to 
children, or badly labelled, and may, anyhow, be in the hands of persons 
with no knowledge of first-aid and home nursing : the floor is wet and the 
mat slippery : there is no hand-rail to assist elderly or infirm persons to get 
out of the bath: there is no container for used razor blades: the geyser 
may be defective. 

It is hardly necessary to mention that in any part of the house the gas 
pipes and taps and the electric switches may be defective, and a constant 
danger exists in the large house or tenement, occupied by more than one 
family, where the gas supply is controlled by a common coin-insertion 
meter. 

From this brief list of hazards in an ordinary house it can be realised 
that life in the domestic circle is precarious ; and this list takes no account 


of other dangers stressed by Colebrook, e.g. ill-designed crockery that 
spills hot fluids, highly inflammable clothing material such as Wyncyette 
and flannelette. With the application of common-sense many of these 
hazards can be eliminated, but this is not sufficient. 


What is Being Done? 


Manufacturers, on the whole, are fully aware of the dangers of ill- 
designed articles and are eager to improve the safety value of these 
articles ; but often this is prevented by the shortage of material, and by 
the resulting increase in cost to the consumer and thus diminishing sales 
response. 

In the design of houses more attention is being paid to the safety 
factors. In the Housing Manual of the Ministry of Health attention is 
drawn to the need for providing proper fixtures for securing fire-guards 
round solid fuel cookers and heating appliances. Kitchens are better 
designed and lighting is in every way better. In the design of homes 
for old people, and in the adaptation of existing buildings, special emphasis 
is laid on the safety factor, especially with a view to the prevention 
of falls. 

The householder himself can with care and intelligence reduce many 
of the hazards, but may to his cost be tempted to undertake electricity 


68 





SAFETY IN THE HOME 


and gas repairs which may be beyond his limit of knowledge and experi- 
ence ; in such cases he would be wise to call in skilled help. 

One nevertheless comes to the conclusion that even if a completely 
safe house with safe equipment were provided accidents would still occur, 
though to a reduced extent. The human element may always falter and 
we can only lighten this cause by education and propaganda. At present 
the home accident problem is surrounded by ignorance and lack of 
interest ; one wonders whether the best way of gaining knowledge of 
the causes and of spreading information would not be by means of notifi- 
cation to the Medical Officer of Health of those home accidents which 
are sufficiently serious to warrant out-patient or in-patient hospital 
treatment. 
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HEALTH EDUCATION 
IN PRACTICE* 


By Rosert SutHervanp, M.D., D.P.H., 

Medical Adviser and Secretary, The 

Central Council for Health Education. 
Some are born ill ; many have illness thrust upon them ; but most achieve 
illness through their own way of living. 

Although doctors are just rediscovering it, this truth is well known 
to the man in the street. He has long been aware of the link between 
mind and body ; we become ‘ sick with worry’ ; ‘green with envy’ ; 

petrified with fear’; ‘ pale and speechless with anger’. He knows, 
too, that some attract sickness and misfortune like a magnet: they are 

‘always ill’ ; ‘always having accidents’. And he realises that disease 

may be ll more to the kind of person we are than to what batons 
us: we ‘dig our graves with our teeth’ ; ‘ work ourselves to death ’ 
‘ worry ourselves into the grave * . He senses, even if he may not con- 
sc iously know, that often it is not what happens to us that matters, but 
what we feel and do about it: ‘ she has taken it badly’ ; ‘ it has broken 
him up’ ; ‘ they don’t seem to be able to get over it’. 

What then is it that makes us what we are and causes us to feel and 
act as we do ? It is, of course, in part the nature with which we were 
endowed by our parents. But none of us is what he might have been. 
Too many harmful influences have been at work upon us. Our original 
clay of mind and body has been shaped and moulded by people and 
events. By what we have seen and experienced ; by what we were 
taught to think, feel and do ; by what is ‘ the done thing’ in our circle, 
or in the circle we should like to enter. 

The child is a snob. He apes those he thinks his betters. And in 
this we all remain childlike. But need we feel ashamed ? Paradoxi- 
cally enough, it was this urge for higher things that brought man from 
the trees to the ground and made him try to become upright in a moral 
as well as a physical sense. So we must use rather than deplore it. 

In our search for the best, however, we are frequently misled by bad 
example or teaching. Too often we prize the tawdry, the evil, the 
harmful. The desire for the good is still there. But it has been twisted 
and misdirected by wrong training when we were young and perverted 
by bad example in the present. We all have a desperate need to fit into 
the groups with which we mix. Chameleon-like, we take our colour 
from our social surroundings. We behave as our groups wish us to 


® Based on an address given at the C.C_H.E. National Conference on Health 
Education, London, 9th November, 1949. 
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behave: we acquire the ideas and practices they approve ; we discard 
those they dislike. 

So it would be folly to think that what we are and feel and do can 
be changed by a few well-chosen words or pictures. True learning is a 
creative response to an emotional need. In health education, as in all 
teaching, we must appeal to the group as well as the individual, to the 
heart as well as the mind ; create interest and feeling as well as thought ; 
exercise the intelligence as well as the memory ; call for the study of facts 


as well as the airing of opinions ; and encourage decision as well as 
discussion, action as well as talk. 


Our Task 


The nature of our task varies with the age of those we are trying to 
educate. When they are adult we have to get them to want to change 
views and ways that are already set. And they have to want it so much 
that they succeed. That is an uphill job. However knowledgeable we 
may be, which one of us is free from prejudice and taboo? Who is 
not driven by emotional whims and flurries ? Who does not break 
the rules of hygiene regularly and with zest? Is it surprising then that, 
by the time we reach middle age, we mostly occupy bodies that are “ unfit 
for human habitation, and incapable of being made fit at reasonable 
expense” ?* And that our minds are a hotch-potch of conflicting values, 
drives and emotions ? 

We could do much to correct these things. But we do not relate 
and apply the knowledge and resources we already possess. We are pre- 
vented by fixed habits of mind and body that we cannot readily break. 

When we are dealing with the young and unspoiled, our task seems 
simpler. We have only to see that they are preserved from damage and 
given a chance to develop their natural form and style. But that is easier 
said than done. Their form and style are shaped by circumstances and 
experience. These are largely controlled by the adults around them. 
And these grown-ups are themselves imperfect in person, outlook and 
practice. There are teachers and precept in plenty, but good models are 
scarce. We adults, the source of most of our own problems, infect our 
children by example and training. 

For how much longer, then, can we afford to go on using the 
unplanned, unskilled, opportunist, incomplete and sporadic methods of 
health education that have contented most of us in the past ? Can we 
really hope to health educate by posters, leaflets, press advertisements, films, 
lectures, or radio talks alone ? These have their place, of course. But 
surely we must harness alongside them as many as we can of the influences 
that are now known to shape human behaviour ? 


* Housing Act, 1936, 
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Questions to be Answered 


If we are to make this planned and rational approach to health 
education, there are many questions we must first try to answer. To 
what end are we to health educate ? What, whom, when, where, how, 
are we to teach ? Upon whom can we call for help ? And what teaching 
aids are we to use ?- How are we to tackle problems of mental as well as 
physical, social as well as individual health ? How can we educate for 
health without causing too much interest in disease ? 

Since health cannot be given but must be earned, how can we change 
the frame of mind that says ‘they ought’ into one that thinks ‘ we 
must’ ? How can we get people to study, learn and decide about health 
for themselves ? How can we reach them where they are instead of 
trying to get them to come to us ? | 

And since we have to reach their minds as well as their bodies, what 
health problems are they most concerned about ? What are the influences 
that build up and maintain the attitudes and habits we want to change ? 
How can we neutralise or weaken these before we begin our positive 
teaching ? How can we get all health workers and all teachers to 
think of health education as a vital part of their daily work? And 
how can we see that they are trained and equipped to do it with skill 
and success ? 


$y what means, and against what standards can we judge the quality 


of our methods and our materials ? And how can we tell what effect 
our work has had? Has all our effort done anything worth while ? 
In short, have we succeeded or failed ? 


A New Field of Work 

The kernel of our aim is to help everyone to become as fine a human 
being as his natural endowment and past experience make it possible for 
him to be. To effect this we must do two things: create conditions that 
make a healthy life possible ; and give knowledge and training that lead 
to a healthy way of living. 

In the past the public health service has done much towards the first. 
But has it not been concerned with public more than with personal 
health. and with the body more than the mind ? And have not our 
great sanitary measures as a rule called for action by the community rather 
than the individual ?. Now a whole new field of public health work opens 
out before us. We must encourage healthy attitudes and behaviour as well 
as provide healthy conditions ; we must call for personal as well as public 
exertions. 

As we have seen, however, our health practices mirror those we 
observe around us. This is especially so with children. Indeed we 
can health educate them only through their elders—parents, doctors, 
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nurses, teachers, youth leaders, and adults in general. And what these 
elders are, feel and do counts more than what they say. So we can 
separate neither the health education of children from that of adults, 
nor the correction of bad habits from the promotion of health. 


Whose Responsibility ? 


Since health is so complex and education goes on everywhere and all 
the time, we must enlist all the help we can. We must get to know and 
interest all who can assist ; help them to define the problems and their 
part ; and train and equip them. 

Surely this is a field in which the local authority must take the lead ? 
In Britain, the Education Committee will be responsible for health 
education in the schools and through Further Education ; the Health 
Committee for the rest of the community. The closer the liaison and 
understanding between these committees and their officers, the better 
will be the health education. As the whole community is concerned, how- 
ever, there must also be a close tie-up with voluntary, industrial and 
professional organisations. And American experience has shown that 
it is of great value to gain the active interest and support of the otherwise 
unorganised mass of the people. 

Clearly all this will call for joint action by many. But too 
often where no-one is responsible, little is done. So someone must see 
that this joint action is taken. Since the problem is concerned with 
health, should not that person be the Medical Officer of Health, or the 
member of his staff to whom he has delegated his responsibility ? Let 
us imagine that it is to us this job has been given. 


How Do We Stand ? 


First, we must look afresh at our records of death and disease. What 
makes our people ill; and what kills them? Which diseases are most 
common ; and which most deadly ?. Where, when and from what causes 
are our babies dying ? At what ages are people becoming ill or being 
killed by different diseases ? 

How much absence from school or work does illness cause ; and which 
illnesses are to blame ? Who are most often ill ; and in what way do they 
differ from their fellows ? Where, when and to whom do accidents 
occur ? And how and why ? 

How do we stand in the diseases where ‘mental stress is known to 
be a factor—the psychosomatic disorders ? How many problem children 
have we ? How much neurosis and psychosis ? How much delin- 
quency, divorce, suicide, crimes of violence ? How much venereal 
disease ?. How much conception outside marriage ? What proportion of 
our adult population is unemployable. 
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How do our birth weights, rates of growth, adult heights and weights, 
and accident, delinquency, crime, illness and death rates compare with 
others, at home and abroad ? Which rates are rising and which are 
falling ? 

How many children are still unprotected against diphtheria? And 
what of vaccination against smallpox ? In how many homes is there an 
open case of tuberculosis ? How many children are drinking unpas- 
teurised milk ? To what extent, and with what results, are we smoke- 
polluting the air we all must breathe ? How much disease and death 
is being caused by our failure to wash our hands after defaecation ? And 
by our habit of coughing and sneezing with careless abandon ? How 
many unnecessary deaths do we suffer because people with early tuber- 
culosis or early cancer delay too long in going to their doctor ? 

What percentage of engaged couples is educated for marriage ; of 
pregnant women for childbirth ; of prospective parents for parenthood ? 
How many babies are breast fed ; and for how long? How many are 
getting their supplements of cod-liver oil and orange juice ? How many 
of their mothers go out to work ; and for what reasons ? 

How far do those in charge of infants, children, adolescents, workers, 
understand their various and changing natures and needs—mental as well 
as physical ? With the knowledge and resources we already possess have 
we really done everything we might to make a healthy life possible for 
all ? If not, where and why have we failed ; and who is to blame ? 

Do our people know about the services we have provided ? What they 
are, and for whom they are meant ? What these services can and cannot 
do ? Where and when they can be got ? How they should be used ? 


In 


what districts, occupations or social groups are people suffering 
disproportionately ? And in which are they failing to use the available 
services ? 


The answers to these, and many similar questions must be sought from 
national and local records ; from annual and special reports ; and from 
colleagues in office, clinic, hospital, school, factory and university. Then 
we must ask ourselves and them which are the most urgent of the 
problems we have brought to light ; which the most important in the long 
run ; and, of these, which most open to attack through health education. 


Enlisting Allies 


Since health education touches the interests and duties of all, how we 
approach our colleagues is most important. Even if they do not suspect 
us of poaching, they may think we are trying to add to their work. 
And they will resent the one and resist the other. So they must be 
brought in from the start. We must try to make them feel that we are 
not asking them to help us but offering to help them. Their daily work 
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presents them with health education problems and opportunities: can 
we assist them to deal with these ? Together we can search for and 
discuss the facts ; but they must decide for themselves what they want 
to do about them. With our special knowledge, resources and skills we 
must then aid them as much as we can in their self-chosen fields of work. 

This applies, of course, to workers in the field of education as well 
as health, and to professional workers outside as well as within the local 
authority structure. Although we must enlist the interest and participa- 
tion of the rank and file, we shall be wise if we begin by seeking the 
support of their leaders. These will be their seniors at work and the 
officers or elder statesmen of their professional organisations. We must 
approach them in the way our local knowledge suggests will be best. In 
some places we may call upon them one by one ; in others we may invite 
them to a meeting to discuss the need for health education and the part 
each profession can play. 

When we have got the interest and blessing of service heads and 
professional leaders, we must then meet each professional group by itself. 
Together we can get down to the work of fact-finding, discussion, decision 
and action. Our part will be to see that no important point is overlooked 
and that they get all the facts and expert advice they need to reach a 
decision, and all the help they want to carry it out. 

In the meantime we should have got to know the leaders of every 
official or voluntary organisation that concerns itself with health educa- 
tion in our area. Perhaps we might first meet the heads of each organ- 
isation by themselves. In this way we can learn exactly what each 
is trying to do, how, and with what resources. But sooner or later we 
should arrange for them to come together to discuss what needs to be 


done, the part that each can play, and how these different parts can 
best be tied together. 


Ready-Made Groups 


Next we must attempt to interest the head of any organisation that 
offers a formed group which might be persuaded to concern itself with 
health—universities, colleges, schools, factories, offices, youth clubs, 
women’s organisations, social and political clubs, employers’ organisa- 
tions, trades union councils. Through these leaders we can meet their 
groups and consider with them the problems that are important in their 
eyes. In almost every case it should be possible to find a point of common 
interest from which to start. We must not ask too much. One 
subject is enough at a time. But we should be able to get them to take 
as their own the problem nearest to their heart. We can then help them 
to see what they can do about it and we can give them the aid they need. 

From the very beginning we should have enlisted the interest and help 


75 





HEALTH EDUCATION 


of the Press. They need not be present at every meeting. But we should 
take them into our confidence, and, as far as we can, give them all the 
facts they want. 


Reaching the People as a Whole 

So much for organised groups. But this leaves the great amorphous 
mass of the community. Of course we can reach many of them by 
films, posters, exhibitions, radio, public lectures, mass distribution of 
leaflets, and through the Press. But can we not also establish more per- 
sonal and lasting relations with them ? American experience suggests 
we can and should. This mass of people is not so amorphous as it 
seems. For their changing purposes its human molecules clump first 
with one group and then with another. These groups may be small and 
unstructured, and their associations may be fleeting. But while they exist 
they meet some need of the participants ; and that makes them emotionally 
significant. A group that is emotionally significant is one in which 
we are ready to learn. So the health educator must get to know and use 
these groupings. 

Scattered throughout the community there are thousands of men and 
women to whom ten, twenty, or thirty people look for leadership in one 
or more situations. They may not be members of any formed associa- 
tion and so it may be difficult to indentify them. But they can be found 
through clues given by the people themselves and by doctors, clergymen, 
teachers, political organisers. In America it is considered well worth while 
to try to discover them. This is particularly the case—indeed it is essential 

-where there is some special localised problem in one area, occupation, 
or social group. But each group has its own problems ; and, as seen by the 
people on the spot, they are not always those that appear most important 
to the expert. 

While we are searching for these leaders we should study the natural 
divisions and centres of community life. What are the spontaneous 
neighbourhood groupings ? Does one side of a street adhere to one 
group while the other goes elsewhere ? Around which points does the 
life of each neighbourhood centre ? Which groups focus upon which 
points ? For what purposes ? And at what times? Knowledge such 
as this will enable us to place and time our activities so as to reach 
the people we really want. 

The natural leaders of neighbourhood groups can tell us what the 
people are concerned about. Then, if we are content to start with that 
problem we can get these leaders to bring their groups together at their 
natural meeting places to study and discuss and do something about it. 
We can supply the experts ; but the people themselves must think and act. 


In this way people in different neighbourhoods can work out their 


76 





HEALTH EDUCATION IN PRACTICE 


own solutions to their own health problems, with whatever expert help 
and advice they feel they need. It may be that they will in time want to 
tackle other problems and to create some organisational machinery. And, 
if their problems coincide, several neighbourhood organisations may wish 
to send representatives to a central committee. In some cases this central 
committee may be formed from every neighbourhood group in the com- 
munity. The important thing is that it will have its roots in the coming 
together of a number of friends in every street ; and that its mainspring 
will be their concern with some health problem that they have themselves 
decided they want to do something about. 

So, if our community organisation for health is to be complete, it will 
include action and growth from the periphery in and from below up, as 
well as from the centre out and from above down. Much good can be 
done by officials, professionals, and specialists who win the people’s 
support. But is there not something more vital about a movement 
that is broad based on what the people as a whole have decided are their 
interests and needs ? 


Marshalling Our Resources 


While all this work of organising and enlisting support is going on, 
we should have been finding out who can be counted on to give expert 


help, and what equipment and material can be bought, hired or bor- 
rowed. We should have begun to build up complete records of the 
people who are willing and able to lecture, lead discussions, act as experts 
to whom groups can turn for information, work a cinemotor, magic 
lantern or film strip projector, give demonstrations. We should have 
as much information as possible about these experts. What is their 
subject, and what their skill ? With which groups will they be best ? 
When are they free ? How often can they be called upon? How far 
are they prepared to travel ? And there should be a column for audience 
assessment ! 

In the same way our files should show what exhibition stands, cine- 
motors, magic lanterns, film strip projectors, magnetic blackboards, 
flannelgraphs, wire recorders we can lay our hands upon. And what 
films, film strips, slides, posters, models, exhibits, leaflets are available. 
We should know what can be got from national and local bodies 
—official or voluntary—, and from local schools, museums, or university. - 
And we should have evaluated their relative usefulness for different 
purposes and audiences. 

It will be helpful too if we know to whom we can turn nationally 
or locally for expert advice and training in the principles and methods of 
health education and for practical help in planning, organising and 
evaluating our work. 


77 





HEALTH EDUCATION 


Bringing Consumer and Supplier Together 


Our next task is to see that the people who are prepared to assist are 
brought into touch with those who want their help. Every organisation 
that has shown any interest should be given a chance to select a subject 
which it would like to examine and an expert or experts with whom it can 
be discussed. And we should offer a suitable range of material bearing 
on that subject. Once interest has been shown, we should do all we can 
to fan it and to suggest and assist in a follow-up. As far as possible we 
should try to get each organisation to develop and plan its own health 
education activities, calling upon us only for advice and a supply of 
appropriate experts and material. 


Unifying Community Effort 


When it seems that interest has been aroused widely throughout the 
community, it may be wise to call a conference to examine and discuss 
some problem important to all. A suitable subject would be the food 
and drink infections. This conference might well be called by the local 
authority. To it we should invite representatives of all sections of the 
community. The problem should be stated and examined ; the action 
to be taken should be discussed ; we should describe what help we can 
give ; and each section should then be asked to say what it is prepared 


to do. We should then encourage each section to call a daughter con- 
ference of its own members. And we must see that the work of each 
is co-ordinated with that of others. The conference should meet again to 
examine progress and replan. 


Evaluation 


In such an important field of work we cannot afford to waste effort. 
So at every stage we must try to find out exactly what remains to be done 
and what success we have already gained. Before launching any pro- 
gramme we must attempt to learn what the people at present know, feel 
and do about the problem with which we are dealing. And if what they 
feel and do appears to be unsatisfactory, we must find out in which 
groups, occupations or areas this is so. We must also study not only the 
influences and arguments that might persuade them to change, but those 
which tend to make them feel and behave as they do. In short, we must 
know what forces we must try to weaken as well as which we can draw 
upon for support. 

We must also carefully assess the probable value of different methods 
of approach to the groups we want to influence. We must take account 
of their age, sex, intelligence, education, experience, setting. Will a lecture, 
tutorial discussion, or personal talk be best ? Who will be the most 
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acceptable and influential teachers ? What teaching aids will be most 
useful ? Is our material suitable in content, language, format ? 

As our programme develops we should try to assess the degree of 
success it is achieving, and replan in the light of what we learn. And 
when our original or modified plan is completed we should repeat our 
initial study of what people know, feel and do. Have they changed ? 
Do they merely know more ? Or do they feel, and better still, behave 
differently ? If so, in what way and to what extent? To which influ- 


ences can these changes be ascribed ? What approaches, methods, material 
aids have been most effective ? 


Need for Trained Health Educators 


Work of such importance cannot be carried out as a sideline: the 
scope and potential contribution of health education are too great. This 
is well recognised in the United States of America, where over six hundred 
properly trained health educators are at work. In most places in Britain, 
on the other hand, health education is something that the Medical Officer 
of Health, or some member of his staff, tackles as best he can, without 
training, and in whatever time can be spared from other and more pressing 
duties. In America, health educators are professionals: in Britain they 
mostly retain their amateur status! 

It is true that a dozen local authorities in England and Wales have 
appointed a whole-time health education officer, and that another thirty 
have someone doing this work part-time. But not one of these has 
received professional training comparable to that of his American 
colleagues. Surely we cannot be content until the Medical Officer of 
Health of every Local Health Authority has on his staff a properly trained 
health educator to whom he can look for expert help and guidance in this 
promising field. 

The grand old lady of health education in the United States is 
Miss Sally Lucas Jean. She began her health education work towards 
the end of last century. During one of her visits to Britain, she described 
the early American efforts at health education to a distinguished Medical 
Officer in the English public health service. She was conscious of many 
gaps but took some pride in what had been achieved. He listened courte- 
ously to what she had to say. His only comment was quiet, but devastating, 

“When we start health education in England, we shall do it properly.” 

That was thirty years ago—seven years before the Central Council for 
Health Education was born. Since then we in Britain have started. 
But has the time not come for us to make good that boast? To all 
who think so and wish to try, we in the Central Council for Health 
Education will gladly give whatever help we can. 
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RECENT STUDIES IN 
ANTIBIOTICS 


By G. W. S. Anprews, M.B., B.S. 
Assistant Pathologist, Mount Vernon 
Hospital, Northwood, Middlesex. 


Txroucuout the whole of the animal kingdom the struggle for existence, 
to obtain sufficient food and to avoid being eaten, is manifest by the 
preying of one form of life on another, usually smaller, being. .A similar 
struggle seems to be part of the life of those minute forms, the bacteria. 
The production of chemical substances by bacteria, micro-fungi and some 
other, higher forms, which prevent growth or actually kill other micro- 
organisms, has been known and studied since 1877. 

The term *‘ antibiosis ’, meaning the interference by one micro-organism 
with the growth of another, and the corresponding term ‘ antibiotic’, 
referring to the substance produced by the active microbe, have been in 
use among bacteriologists since the time of Pasteur. Many attempts 
were made to use these substances to treat infectious disease, with only 
partial success, and it is only since the successful use of penicillin for 
treating war wounds that interest in antibiotics has become world wide. 


Sir Alexander Fleming’s observation of a culture plate of staphylococci 
contaminated by a mould which caused dissolution of the microbes was 
made in 1929, but it was not until 1940, when Sir Howard Florey and 
other scientists at Oxford purified penicillin sufficiently to enable them 
to treat patients, that a really useful antibiotic was obtained. Since that 
time over a hundred antibiotic substances have been discovered, but only 
a few are of any use in medical treatment. 


Before a newly discovered antibiotic can be used by doctors, an immense 
amount of preliminary work must be done, including trials with infected 
animals. Many substances are very effective in the test tube, but when 
administered to animals infected with a susceptible microbe, are found 
to be useless. The substance may be too poisonous or it may be inactivated 
by body fluids. 

Research into antibiotics is now following two main lines. New anti- 
biotics are being sought which will cure all known forms of infective 
disease ; and the existing antibiotics, especially penicillin, are being 
improved so as to render them more convenient to use. Great advances 
have been made in the last few years. 

In the following pages will be found a summary of the recent advances 
in our knowledge of antibiotics. The subject is advancing with such 
phenomenal rapidity that even before these words appear in print 
important new discoveries may be announced. But it is only after years 
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of use that the value and limitations of an antibiotic can be properly 
assessed. 


Recent Advances in Penicillin 


Penicillin is still the best of the antibiotics. When used to treat 
infection by microbes susceptible to its action, it is the perfect antiseptic. 
It kills the offending germs, but has no poisonous action at all on the 
body of the patient. 

Since 1940, when penicillin was first subjected to intensive study, 
certain of its disadvantages have been discovered and largely removed. 

It was found that certain microbes, which were originally sensitive 
to penicillin, had acquired resistance. This applied particularly to 
staphylococci, the cause of boils and carbuncles. It appeared that these 
microbes, by exposure to concentrations of penicillin insufficient to kill 
them, had by some means become immune to its action. If these resis- 
tant organisms were spread among the community, the results might 
be serious, because infections would no longer be jreatable by penicillin. 
Luckily most staphylococci obtained from patients still prove to be sensi- 
tive and, in general, microbes do not readily become resistant to penicillin. 

In the early days of penicillin, when the powder was very impure, 
injections were very painful: as the manufacturers produced purer 
materials, so the pain on injection became less. Now pure penicillin 
(which is a white crystalline powder compared with the yellow impure 
penicillin) is generally available, and this produces no pain on injection. 

One of the main disadvantages of penicillin is its rapid rate of elimina- 
tion from the body, necessitating injections every three to four hours : this 
is irksome for an adult, for a child it is torture. Efforts have been made 
to prolong the action of a single injection of penicillin. The earliest 
‘ depot ’ preparation was made by adding penicillin powder to a mixture 
of peanut oil and beeswax. The oil and wax slowed down the adsorp- 
tion of penicillin from the injection site, and made a single dose give an 
effect for 24 hours. Unfortunately this preparation is very sticky, so that 
a large needle has to be used, and this causes much pain. 

Recently a chemical compound of procaine (a local anaesthetic) and 
penicillin has been introduced, which is more slowly absorbed even than 
the oil and wax material. It is easy to inject through a small needle and 
is quite painless. The only drawback is that it is very expensive. 

Another method of prolonging the action of penicillin is by delaying 
its elimination from the body. Penicillin is excreted by the kidneys. A 
substance known as ‘ Caronamide’, when taken in tablet form, delays 
the elimination of penicillin by interfering with renal excretion, so that 
fewer injections need to be given. 
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The present position of Streptomycin 

Streptomycin was discovered in 1944, and was the second important 
antibiotic to come into general use. Extensive trials have now been com- 
pleted in this country and in America, its country of origin, and its uses 
and limitations are now known. 

Penicillin and streptomycin differ in several respects and each has 
advantages and disadvantages. Streptomycin has a wider range of action, 
many microbes which are not affected by penicillin are sensitive to it, but 
it is also poisonous. For this reason, streptomycin should only be used 
for infections which are not amenable to penicillin. If streptomycin is 
going to act at all, it usually acts quickly: if, for instance, a urinary 
infection fails to clear up in three or four days, the microbes will become 
resistant to streptomycin, and further treatment with this drug will be 
useless. Organisms become resistant to streptomycin far more easily than 
they do to penicillin, and consequently more care is necessary in controlling 
streptomycin treatment. 

Streptomycin is one of the few drugs which are effective in the treat- 
ment of tuberculosis. It was hoped that a certain cure for this dread 
disease was at hand, but these hopes have, unfortunately, not been ful- 
filled. The drug is of most use in the early stages of the disease, but when 
treatment is started later, when the chronic stage has set in, results are 
disappointing. 

On the other hand, a high proportion of cures are now being achieved 
in two acute forms of tuberculosis which were nearly always fatal, miliary 
tuberculosis and tuberculous meningitis. In the former disease, tubercle 
bacilli enter the blood stream and are suddenly spread all over the body, 
instead of remaining localised as they usually do. Tuberculous meningitis 
is also caused by a blood spread, but in this case the microbes settle in the 
coverings of the brain and spinal cord. In both diseases prolonged treat- 
ment is necessary, two or three injections a day for months on end, but 
the results in those who recover justify the means. 

Patients undergoing prolonged streptomycin treatment lose their sense 
of balance, through poisoning of the nerve subserving this function: but 


fortunately this can be compensated, although they always have difficulty 
in walking in the dark. 


Thus penicillin and streptomycin are complementary, but, owing to 
the latter's poisonous action in large doses, penicillin is used for preference 
in all cases where either drug might be used. 


The Newer Antibiotics 

Three recently discovered antibiotics promise to become very important 
drugs, although not enough work has yet been done to give a true idea 
of their usefulness. They are chloromycetin, aureomycin and polymyxin 
(aerosporin). 
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Chloromycetin.—This, like streptomycin, was discovered in a sample 
of soil. The three antibiotics streptomycin, chloromycetin and aureo- 
mycin are all produced by a class of micro-organism known as Actino- 
mycetes, which are intermediate between bacteria and moulds such as 
Penicillia, which produce penicillin. Aureomycin and streptomycin have 
to be produced commercially by growing the micro-organism in large 
tanks, and extracting the fluid : chloromycetin however has been economi- 
cally synthesised and the synthetic process can be used for manufacture. 
This will give a purer and cheaper product. 

Chloromycetin has a wide range of activity against bacteria, but also 
affects several diseases which cannot be treated with penicillin and strepto- 
mycin. Typhoid fever, for example, responds in a dramatic way to 
chloromycetin, and in the more severe cases, it is, in the true sense of 
the word, a life-saving drug. 

Besides bacteria, other forms of micro-organisms, which have so far 
resisted all other antibiotics are susceptible to chloromycetin. The 
rickettsiae, minute organisms which cause typhus fever, are killed. A 
disease known as scrub typhus, which severely affected our troops cam- 
paigning in Malaya and which severely interferes with the work of the 
planters, can now be cured in a few days by chloromycetin. There is 
evidence that some virus infections are also affected. 

Advantages possessed by chloromycetin over the other antibiotics, are 
that (1) it can be given by mouth instead of by injection, although it is 
so bitter that it has to be swallowed in capsules ; (2) it is much less 
poisonous than streptomycin ; and (3) microbes do not readily become 
resistant to its action. 

Aureomycin.—This antibiotic has a range of usefulness similar to that 
of chloromycetin, but it has not yet been used to any extent in Britain. 
In the United States of America, enthusiastic reports have been given about 
its use in rickettsial and virus diseases, as well as in typhoid fever and other 
bacterial diseases. 

Preliminary trials suggest that it may be more poisonous than chloro- 
mycetin, but there is no doubt that aureomycin is a discovery of major 
importance. 

Polymyxin (Aerosporin).—This substance was discovered indepen- 
dently almost at the same time by British and American workers. It 
has not yet been used as extensively as the other new antibiotics, but 
it has been tried in the treatment of whooping cough and in infections 

by Bacillus pyocyaneus, a microbe which is difficult to get rid of by other 
"means. 

A disadvantage of polymyxin is that it is rather poisonous, but recent 
work on different varieties suggests that one form, polymyxin G, may be 
safe to use. 
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Antibiotics and the General Public 


Since penicillin was discovered, interest in antibiotics has become world 
wide. But they are powerful drugs which, if carelessly used, may do 
harm. Certain rules for their proper use must be strictly adhered to if 
treatment is to be successful. 

1. Antibiotics must only be used to treat infections by a microbe 
susceptible to their action. They have no beneficial effect apart from 
this. Ideally the microbe should be cultured from every patient, and 
tested against any antibiotic which it is proposed to use in order to see 
whether or not it is sensitive. It is bad practice to give an antibiotic 
merely in the hope that it will do good, for in this way valuable time 
may be lost if the w rong antibiotic is chosen. Diseases not due to infec- 
tion are unsuitable for antibiotic therapy. 

2. Patients must be given the correct dose for the right period. Casual 
treatment with antibiotics is especially dangerous, because one certain 
way of making a microbe resistant is to expose it to amounts of anti- 
biotic insufficient to kill it. The spread among the population of microbes 
resistant to antibiotics would be dangerous because treatment with anti- 
biotics would then be ineffective. 


The antibiotic must be given in such a way that it can come into 
contact with the infecting microbe. It is quite useless, for instance, to 


treat a large carbuncle by smearing a little penicillin cream over the 
surface. 

Because of these dangers of improperly used antibiotics, it is not in the 
public interest that they should be made available for sale generally. 
They should only be used by those who understand the principles of 
their use, namely medical practitioners. If so used, their importance to 
medicine is immense, in fact we are now in the ‘ antibiotic ’ era. 


_ 
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Pericarditis in Quarterly Journal of Medicine; Penicillin and Other Antibiotics 
(Todd Publishing Group). 


84 





Hith. Educ. J., 1950, 8, 85—89 


HEALTH TEACHING IN 
THE UNIVERSITY 


By Stewart C. Tomson, M.S., M.D., 
M.P.H., Associate Professor and Assis- 
tant Director, School of Public Health, 


University of Minnesota. 


THERE is a growing interest of the public in health information. News- 
papers and magazines frequently contain articles on medical problems 
which are discussed in general conversation. With so many indications 
of the desire of the public to learn more about health, surely the oppor- 
tunity to acquire an understanding of the basic principles of healthful 
living is a necessary provision in a well-rounded educational programme 
for students in a university. College courses in health form an essential 
part of health education which Wilson has described’ as “‘ an instrument 
which society uses to assure individuals the benefits of modern medicine 
and public health. It helps them to understand themselves as living 
organisms and to become familiar with the various influences that affect 


health. It acquaints them with community resources for improving 
health, and helps them to solve individual and community health 


” 
. 


problems 

Nothing can take the place of sound, scientific facts in developing an 
adequate understanding of hygiene. Half-truths, conjectures and flimsy 
explanations never suffice. The direct attack against prejudices, super- 
stitions and ignorance is to present the truth. Knowledge is a useful 
weapon to combat worries about health: things we understand are not 
dreaded as much as those that are unknown.” Facts can often overcome 
fears. 

The college student is interested in receiving authentic information 
about health and he wants to learn the reasons behind proper health 
practices. This does not mean that health teaching must involve long, 
technical explanations to students whose training in science may have 
been minimal. Very often a short discussion of the essential anatomy 
and physiology will simplify some problem. The causes of obstruction 
to breathing, for example, are made clearer by a short explanation of 
the anatomical relationships of the nose ; physics and chemistry give 
background for a discussion on the role of minerals in metabolic pro- 


1 Am. J. Pub. HH. 37:651-52 (June) 1947. 
2 Diehl, Harold S.: Textbook of Healthful Living. N.Y., McGraw Hill Book 
Co., 3rd ed., 1945, p. 2 
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cesses. Not only are health problems made more understandable by 
drawing upon other fields but tying together facts previously learned is 
a good educational procedure. Basic principles of hygiene can also be 
made more meaningful by the use of illustrations from everyday experi- 


ences. Pertinent examples are plentiful and can usually arouse interest 
in the dullest of topics. 


Information by Itself Not Enough 


The presentation of factual knowledge, however, is by no means the 
principal purpose of college courses in health. Mere acquisition of infor- 
mation is not enough. It is essential to strive toward the fuller develop- 
ment of proper health attitudes and practices. The student in the class- 
room today will be participating in the civic affairs of his community 
a few years hence. Not only his own health and that of his family, but 
the health of his community will be influenced by the attitudes which 


he develops. It is to be expected that good health teaching will bear 
fruits. 


How can we who teach hygiene help develop proper attitudes which 
will have an effect on health practices? To propagandise at the expense 
of scientific accuracy eventually results in a disregard for that which has 
been taught. Attitudes are established on the firm foundations of sound 
facts which make reasonable the fundamental concepts of healthful living. 


They are not built on the shifting sands of emotional exhortation or 
exaggerated propaganda. 

The question naturally arises as to the courses in health which should 
be taught in the University. Answers to such an inquiry would vary 
because of different situations. Here at the University of Minnesota 
(where the teaching of general courses in health is one of the functions 
and responsibilities of the School of Public Health) courses have been 
designed for students who desire some knowledge of personal health 
and an understanding of the problems of community health. There is a 
large selection in order to meet the needs of students with widely differ- 
ing interests and backgrounds. The introductory courses in personal and 
community health offer basic instruction. An opportunity for further 
study is provided in courses which deal with particular interests such as 
health care of the family, environmental sanitation, nutrition, etc. These 
are open to any student in the various colleges of the University who 
has the necessary prerequisites. I want to discuss briefly two of the 
introductory courses. 

The course in ‘ Personal Health’ is offered four times during the three 
quarters of the academic year. There is a requirement in several col- 

eges of the University that this general course in personal health, or an 
acceptable substitute, be taken before graduation. This may be satisfied 


86 





HEALTH TEACHING IN THE UNIVERSITY 


in certain of the colleges without taking the course if the student passes 
an examination prepared by the staff of the School of Public Health and 
administered by the Student Counselling Bureau. The number exempted 
from the requirement on the basis of examination is small. Some of the 


colleges do not give exemption on this basis but require the successful 
completion of the course. 


Subjects Discussed 


What subjects should be discussed in an introductory course in per- 
sonal health? How much can reasonably be covered in lectures and 
assigned readings? These are important questions to answer in organ- 
ising such a course. Besides fundamental principles of health which we 
always include in the schedule of lectures, there are some subjects dis- 
cussed each quarter which have been suggested by members of the class. 
A group of students from the College of Engineering recently asked for 
an additional lecture on occupational hazards and their prevention. Last 
fall students in the College of Agriculture suggested that there be a more 
extended discussion of Brucellosis. The schedule of lectures is planned 
to be elastic so that special requests can be complied with if at all possible. 
The assigned readings and written exercises make certain that basic infor- 
mation is covered by the student whether or not time allows its inclusion 
in lectures. 

As an example of topics selected for the lectures, the schedule for the 
fall quarter includes the following subjects: (1) Understanding our- 
selves as living organisms ; (2) Certain essentials for health ; (3) Nutri- 
tional needs ; (4) Safe milk, water and food supplies ; (5) Digestive dis- 
turbances ; (6) Prevention and care of respiratory disorders ; (7) Auditory 
and visual problems ; (8) Dental health ; (9) Common skin diseases ; 
(10) Protection against communicable diseases ; (11) Important health 
problems of the present day (heart disease, cancer, tuberculosis, etc.) ; 
(12) Accident prevention ; (13) Endocrines ; (14) Reproductive system ; 
(15) Venereal diseases ; (16) Health of the mother and child ; (17) Mental 
health ; (18) Alcoholism and narcotic addiction ; (19) Personal health 
as a part of community health ; (20) Facilities for medical care ; 
(21) Health agencies. 

There are lectures twice a week for one quarter ; an outline of the 
course with assigned readings, suggested references and directions for 
written exercises is given each student. Some of the lectures are supple- 
mented with films. I have found that an informal question period dur- 
ing the hour following class is an interesting and worthwhile experience 
for it provides an opportunity to help students with particular problems. 
Written examinations are given to test the student’s understanding of 
health problems and practical situations. 
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The introductory course in community health is open to students who 
have shown that they have an adequate understanding of personal health 
problems. The general plan of the course is similar to that for personal 
health. The subjects discussed include: (1) Origin and growth of the 
community’s interest in health ; (2) Spread of communicable diseases from 
man to man ; (3) Diseases of animals transmitted to man ; (4) Arthropods 
and the spread of disease ; (5) Community programmes in the control of 
communicable diseases ; (6) Healthful housing ; (7) Safe water for rural 
and urban communities ; (8) Sewage treatment and refuse disposal ; 
(9) Maintaining barriers against food-borne diseases ; (10) Community 
problems in mental hygiene ; (11) Attacking the problem of venereal 
disease ; (12) Community programmes in the control of heart disease, 
cancer, diabetes and tuberculosis ; (13) Safeguarding maternal and child 
health ; (14) Health protection and promotion in the schools ; (15) Care 
of handicapped individuals ; (16) Nutritional deficiencies ; (17) Health 
maintenance in industry ; (18) Community safety programmes ; (19) Com- 
munity participation for health education ; (20) Official tax-supported 
health agencies ; (21) Voluntary health agencies ; (22) Analysing the 
morbidity and mortality records of a community. 

Courses in health should demand the same standard of scholarship as 
required in other branches of science or in the humanities. It has to be 
admitted that too often college courses in health have been looked upon 
as easy ways to gain a few credits toward graduation. The student 
studies his courses in history and mathematics for he knows he must have 
an adequate knowledge in order to pass the examinations which are set 
for him. Unless the same standards are held by those who teach health 
courses he may have a tendency to slight the subject. Yet the knowledge 
which he should gain regarding health practices and the attitudes which 
this knowledge helps engender may affect him now and all his life. 
Health courses for college students in their organisation, teaching and 
standards of scholarship must be able to stand alongside other courses 
in the curriculum. 


What are the Results ? 


What use does the student make of the knowledge which he has 
gained in health courses? Has the teaching been effective? Has he 
actually applied what he has learned or has the information been relegated 
to the limbo of useless knowledge? I’m sure many teachers of hygiene 
often ask themselves such questions. 

It is a hard task to determine to what degree health knowledge develops 
attitudes and changes health practices. A student can pass the required 
examinations with high grades and neglect altogether the application of 
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his knowledge. There are many indications, however, that the infor- 
mation obtained is made use of in everyday situations. 

Former students will occasionally write letters in which they tell how 
they have utilised something learned in one of the courses. Last summer 
two students who were working during vacation in a region where Rocky 
Mountain spotted fever has occurred wrote me a letter in which they 
related the methods they were using in protecting themselves from the 
bites of ticks. A group of college boys spending the summer in the 
northern woods described on a post card how they were making sure of 
the safety of their milk supply. Several of the returned veterans who 
have families with children have told me that health problems of their 
youngsters are mucn clearer to them since they studied personal health. 
One student said he never before had realised the importance of care of 
the deciduous teeth but now was taking his children for periodic dental 
examinations. After lectures on visual problems many students have 
checked on the adequacy of lighting facilities in their study-rooms. 

Health information reaches a far larger group than those enrolled in 
a specific course. I have met many parents and wives of students who 
have mentioned that certain topics in the courses have been discussed at 
home following the lectures. In numerous instances other members of 
the family have read the textbook and some of che assigned readings. 
Students who later became teachers in elementary and secondary schools 
have told me how health courses have helped them in their work with 
their pupils. 

It has been interesting to observe how much more carefully students 
who have taken courses in hygiene read health discussions in newspapers 
and magazines. They are not only read more carefully but there is an 
attempt to appraise the articles. There appears to be a particular interest 
in careful scrutiny of advertisements which relate to health matters. 

Various times I have gone to participate in community health meetings 
and have met men and women who are continuing the interest in 
community health which was stimulated while in college. They are 
leaders in the local health programmes. Inadequate as the methods of 
evaluation are, I believe strongly that college health teaching does bring 
results. 
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DISCUSSING HEALTH 


By K. H. McA uster, B.A., Training 
Officer, Bureau of Current Affairs. 


THE average man is shy, inarticulate and not too well-informed about 
health matters. How then can we get him to come out into the open 
with his ideas ? to express himself about matters which affect him per- 
sonally, so that we may know his likes and dislikes, his prejudices and 
misconceptions, all to the end that heaith educationists may be better 
equipped in their campaigns? Perhaps we can begin by examining a 
number of principles underlying all discussions and see how they may be 
applied to specific problems connected with health. 

A group leader is faced with a great number and variety of questions 
in preparing a subject for discussion. As the term implies, a 
successful discussion is one in which all the group participates in the 
proceedings. The leader must therefore take account of the personal 
characteristics of each member of the group. It follows that the most 
successful groups will be small ones, that is less than twenty people. 

The elements of a discussion—its anatomy, as it were—may be reduced 
to four headings : interest, information controversy, presentation. 

In considering interest the leader will have to ask himself whether 
interest in the subject already exists, and if so, how it can be exploited 
to gain his objective. If it is not there, or not there in sufficient quantity, 
how can it be stimulated ? But while interest must be maintained 
throughout, some move must be made by the leader right at the start to 
jerk the group into that sort of mental activity conducive to good 
discussion. 

In an ideal discussion, information (or facts) should be spread over the 
whole period. One fact should lead to an attempt at interpretation, an 
attempt which will call for further facts, and thus promote an even flow 
of discussion. 

By controversy we mean that element in a subject which admits of 
more than one interpretation ; in other words, it is the reason why a dis- 
cussion and not a lecture is taking place. In his preparation the leader 
will have to decide which points are likely to arouse dispute, and which 
can be put before the group as facts not necessitating discussion. 

Once the ‘ meat’ of the discussion has been prepared, the question of 
presentation has to be solved. What is meant here will be clear when 
we consider certain discussions that took place at the summer School 
of the Central Council for Health Education at Eastbourne last year. 
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My part in the school was to consider how the average man could be 
got to discuss health matters. 


To illustrate the above principle, three subjects were chosen for group 
discussion. They were: 


“* What does it cost to be clean ? ” 
‘“* What is a balanced diet ? ” 
“* How can we recruit more Nurses ?” 


What Does it Cost to be Clean ? 


This was a discussion on the principles of personal hygiene. The 
method of arousing interest was as follows: symbols representing com- 
modities used daily in personal hygiene had been prepared beforehand. 
These varied from the obvious ones used by all, such as soap, towel, tooth- 
brush, etc., to articles which might be considered as luxuries by some 
people, for example, face cream, tooth-pick, bath salts, and so on. Each 
member of the group was handed a symbol and asked to consider whether, 
in relation to the problem of keeping clean, the article represented by this 
symbol came under one of these headings—essential ; helpful ; luxury. 
The group now came up to the blackboard in turns and placed their 
symbols under the appropriate headings. (Pins on a wooden blackboard, 
or magnets on a metal one, could be used to hold the symbols up.) This 
device succeeded in getting the group active and all were now mentally 
prepared to defend the positioning of their article. 

The task of the leader from now on was fairly straightforward. His 
aim was to get the group opinion on what articles were really necessary 
for this purpose. The real function of commodities used automatically 
by us all was now examined. At the end of the discussion, in order to 
keep it on practical lines, the articles were costed and the responsibility 
of national and local authorities in supplying them, and of health educa- 
tors in instructing people in their use, was noted. 

The facts of this discussion were mostly in the possession of the group, 
there being doctors, nurses, and health visitors among its members, 
These ‘ experts ’ were the means whereby the leader kept the group going 
with the necessary facts. 


What is a Balanced Diet ? 

An imaginary situation was described by the leader in order to get 
the group thinking about this problem. With a wave of the magic wand 
they were turned into workers coming out of their factory for their mid- 
day meal. Entering the restaurant near the factory gates they pick up 
today’s menu and give their orders. However, there is a condition—not 
more than 2s. 3d. must be spent on the meal. A prepared menu was now 
handed out to each group member and five minutes allowed for them 
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to mark in silence how they, as manual workers, would allocate their 
money. By limiting the spending in this way each person was made 
to weigh up the relative merits of the different dishes to get the maximum 
benefit from the meal. The papers were then collicinedl and the results 
tabulated on the board. Disagreement soon broke out and the group 
was made to realise that the worker would undoubtedly make certain 
demands, not necessarily sound from a nutritional point of view. He 
would want to feel warm and full after his meal, and so tended to choose 
hot dishes and heavy puddings rather than a meal of satisfactory nutri- 
tional content. There was also a resistance to certain dishes which were 


considered ‘ middle-class ’ and even ‘cissy ’. We next went on to examine 
the sort of problem we would be faced with if we were responsible for 


supplying food in workers’ canteens, in schools, or other establishments. 

Throughout the discussion, new facts were introduced by the leader 
in the form of charts of food values, opinions of experts, and so on. 
These facts and theories were compared with the experiences of the 


group. 


How Can We Recruit More Nurses ? 

\ more exacting technique was attempted here. Instead of elaborating 
the arguments relevant to the problem, the leader presented the group 
with a number of points of view on the recruiting of nurses taken from 
speeches made by prominent people in the profession and in Parliament. 
These were put together in the form of a script, and members of the 
group were selected to act the whole thing as an imaginary dialogue 
between these people. This dramatic technique tends to be more popular 
and successful with younger people, who are less self-conscious and throw 
themselves with gusto into a part. The benefit of this method is that 

allows the leader, through the mouths of his ‘ actors’, to introduce 
even the most unpopular opinion for the consideration of the group. It 
is also the means of generating some mirth which, if not carried too far, 
can make for a pleasant atmosphere. The whole discussion can be done 
by splitting up the group into sub-groups representing the different view- 
points expressed in the script, or by using the dialogue as a means of 
arousing interest and then carrying on a normal discussion after the 
‘actors’ have returned to the group. 

At the end of the discussion it was felt that the methods of arousing 
interest, putting over information, and encouraging discussion, are legion 
and that such methods form a pleasant change to the more formal lecture 
or even to the debate or film show. The opinion was also expressed 
that great satisfaction could be felt by the group if they were able to 
see the results of their collective work in the form of a group decision 
placed on the board for all to see. 
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It is true that group participation may slow up the rate of learning 
and put the tutor in a less dominant position. On the other hand, the 
lessons learnt are more likely to stick, because each individual will have 
made his contribution to the final result. Perhaps these methods may 
be considered suitable in certain forms of health education where it is 
more important to get individuals thinking about a problem rather than 
to give them a whole new series of facts. 

In conclusion a tew words about the likely effect on health education 
personnel if the discussion method were adopted on a large scale. We 
have inferred that the greatest contribution the leader can make in a 
discussion is not to impart fresh information, or new ideas, necessary as 
these are. Rather his special value rests in his ability to encourage the 
group to voice their present views, receive new ideas, and, most important 
of all, by a process of clear thinking, draw the right kind of conclusions 
leading to future action. People with the right sort of personality and 
ability to reason clearly can be of great assistance even if possessing no 
academic qualifications. Experts on health education—the doctors, 
health visitors, nurses, and others, need not bear the entire responsibility 
for carrying on this work in the small group. These groups could exist 
in schools, factories and other centres ; meeting to discuss the everyday 
problems of health with or without an expert being present. In fact the 
best kind of discussion is that which creates a group demand for further 
information and guidance from the specialist. These same specialists, 
whether as teachers, lecturers or writers, would find their advice more 
welcome in a group where some thinking had already been done about 
the subject, than where the problem had not been tackled at all. 

Group discussion is not intended to replace other methods. It is com- 
plementary to other activities now current, and may be advantageous 
either as preparatory to the more formal lecture, or as a follow up to 
such occasions. After all it is merely an extension into health fields of 
those methods rapidly gaining ground in our schools. The teacher to-day 
is no longer called upon to fill his pupils’ heads with an impressive number 
of facts ; his task is to encourage that critical approach which can lead to 
the acceptance of higher standards of behaviour and thought. In this pro- 
gress towards a more democratic and enlightened form of education, the 
health-educationist cannot afford to lag behind. 
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THE NATIONAL ASSOCIATION FOR 
MENTAL HEALTH 


Patron : H.R.H. Tue Ducuess or Kent 
President : THe Rr. Hon. R. A. Butier, P.C., M.P. 
Chairman ; Tue Rr. Hon. Toe Ear or Feversuam, D.S.O., D.L., J.P. 


The National Association for Mental Health was constituted in 1946 by the amal- 
gamation of three voluntary mental health bodies—the Central Association for Mental 
Welfare, the Child Guidance Council, and the National Council for Mental Hygiene. 

Its chief objects are: to foster a wide understanding of the importance of Mental 
Health in all relationships of everyday life ; to provide and promote courses, lectures 
and conferences for the general public, for parents and for groups of professional 
workers dealing with mental health problems ; to promote research on mental health 
and mental disorders ; to promote the setting up of training facilities for personnel 
in the mental health field ; to promote and provide facilities for the treatment and 
training of adults and children suffering from mental and nervous disorders includ- 
ing epilepsy, or from mental defect or maladjustment ; to advise on schools and 
homes for the mentally handicapped ; to promote community care for those in their 
own homes. 

The Association has eleven agricultural hostels for mentally defective men on 
licence from mental deficiency hospitals ; two homes for mentally deficient children ; 
three holiday homes for mental defectives and mental hospital patients ; a con- 
valescent home for epileptics, and an experimental approved school for adolescent 
girls needing psychiatric treatment. 

The Association publishes pamphlets on various aspects of mental health and a 
quarterly Journal and News Letter. 

The Council consists of 60 members of whom 25 are appointed by representative 
bodies in the mental health field, and voluntary affiliated local associations, together 
with ordinary members elected by ballot, co-opted members and Government 
observers. The Council appoints the Executive Committee, a Finance and General 
Purposes Committee and Standing Committees covering Clinical Services, Residential 
Services, Social Services, and Training and Education, with subcommittees for 
Publications, Mental Deficiency, Epileptics, and the Selection and Training of 
educational psychologists and child psychiatrists. 

The Association’s staff is at present 133—43 at headquarters, 56 in the hostels and 
homes and 34 in the regional offices. 


The ninth in a series of notes on major voluntary organisations that undertake 
health education work. 


BIOGRAPHICAL NOTE 


K. H. McALLISTER, B.A.(Wales).—Training Officer, The Bureau of Current 
Affairs, where he is engaged in lecturing and demonstrating the method and 
content of Current Affairs. During the war served in the Middle East with the 
Royal Artillery, and later with the Army Educational Corps, 
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FILMS 


TRACING THE SPREAD OF INFECTION.® 1949. Sound. Black 
and white. Produced by Nucleus Film Unit with V. D. Allison, 
M.B., as Scientific Adviser. 22 mins. 16 and 35 mm. Availability: 
on free hire from the Central Film Library. 

This film was made specifically for teaching nurses how infection is traced 
through the use of coagulase and phage-typing tests. An outbreak of infection 
is shown photographically in the maternity ward of a hospital. 

Nasal and throat swabs are taken for all contacts: nurses, midwives and mothers. 
Cultures are made from both children and contacts, comparisons made and the 
probable carrier identified. The hands of possible contacts are also tested. 

This is an excellent film for the purpose for which it was produced, but it could 
also be recommended for any general or scientific audience ; it provides such a 
good illustration of the care and precautions taken in scientific method. It also 
shows the disastrous results following from the carelessness of one individual. 
It is a good advertisement for the hygiene of our hospitals. The micro-photography 
of the cultures reaches a very high standard and the methods of identification are 
well explained. It gives a good example of the use made of a pathology laboratory. 


L. E. H. 


CLEAN WATER. Sound. Colour. Produced for the U.S. Public Health 
Service by R. G. Woolf Studios. 10 mins. 16 mm. 

This film opens with some beautiful shots of pure water in nature, including 
one very sparkling waterfall. Then it shows the sewer opening into the river and 
polluting it and bringing death to the fish and other living things which should be 
enjoying the pure water, Animated diagrams of sewage processing show how the 
water can once more be rendered pure and health giving. Finally, actual photo- 
graphs of plant installations are shown. 

This useful little film fits well into the syllabus of first year nurses, but it is of 
interest to all general and scientific audiences. Some of the shots are most 
attractive and the scientific process of sewage disposal is well explained. 


L. E. H. 


FILMSTRIP 


PROBLEM FAMILIES. Salford Health Department. 35 mm. 
44 frames. Suitable for general audiences of interested adults 
and senior schoolchildren, students and medico-social workers. 
7s. 6d. from Dr. J. L. Burn, Public Health Department, 
143 Regent Road, Salford, 5. 

Contents. The environment—living, cooking, sleeping and financial conditions ; 
some causes of family deterioration. The size of the problem, Rehabilitation, 
the key importance of the mother and her education in domestic skills. The 
work of the Family Service Units. 

Appraisal. It is well conceived and paints a convincing picture, but merits better 
technique. The photography is poor, reproduction is not good in many cases 
and the subtitles are often illegible and disturbing. Since this strip would inevit- 
ably require a competent speaker, no captions should be needed. The script 
is good. 


J. B. 
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BOOK REVIEWS 


Tue Boy's Book or Sports AND GAMEs, 
by Stanley Wilson. (Geo. Allen & 
Unwin Ltd. 1949. Pp. 64. Illus. 


by R. MacGillivray. Price 4s. 6d.) 


It is extremely difficult to criticise 
this very useful little book for boys, be- 
cause it covers a lot of ground and it 
has many good points. The diagrams 
throughout are very well drawn, and set 
out most attractively, and I wouldn't dare 


attempt to criticise them as drawings. 


\t the same time, I may want to empha 


ise something quite different, e.g., in 
he Cricket 
little mention of the 
ing In 

will concentrate on nothing else, 


section one notices very 
left elbow in play- 
fact, coaches 
In 
the same way, one could be pernickety 
throughout the book and pick out dif- 
s of 
has tried to do too much in too little 
all this may 
useful purpose—that of making a boy 
look for many of the 
books written about all of the Sports 
Then, I think, 
t will have achieved its real purpose. 


| like 


iny of the other 


forward. many 


feren opinion. I believe the author 


space. Sut serve a very 


more detail in 


dealt with in this book. 


the Gymnastic section more thar 


a 


Hopkins 
by 
Arnold 


Price gs.) 


R. 
Sons 


PURPOSEFUL ENJOYMENT, John 
Thatcher. (E. J. 
Ltd. Pp. 95. 

There 


in this publication, which is well pro 


x 
1949. 


is much to interest the reader 


duced and contains a wealth of good 
llustrations 

The 
ver, that too much has been attempted 
in the that the 
various aspects of physical education and 
dealt with 
somewhat superficial manner. 


reader will probably feel, how- 


one book, with result 


creation have been in a 


In illustration of this point, only two 

have been devoted to fundamen 
Football 
‘al essentials have hardly been 


Association and many 
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touched upon. There 


the 
sports, 


are numerous 
market which cover 
and athletics in detail 
and it is questionable whether it is 
worth while attempting to deal with 
such activities, unless adequate space be 
devoted to them, 


books on 


games, 


A. H. G. 


FUNDAMENTALS OF HEALTH AND SAFETY, 
by Grover W. Mueller and Elizabeth 
Chant Robertson. (D. van Nost- 
rand Company, Inc., New York. 
Distributed by Macmillan & 
Co. Ltd. 1948. Pp. 345. _ Illus- 
trated. Price 14s). 

This interesting American book, writ- 
ten in conversational style, provides in 
palatable form simple and _ practical 
suggestions which will help the adoles- 
cent to live a healthy life. 

Two-thirds of it is devoted to full but 
lucid descriptions of the various systems 
of the body with sound advice on how 
they should treated and brief 
account of first aid treatment of condi- 
tions commonly affecting them; each 
chapter concludes with series of 


be a 


a 
questions. 

The remaining chapters are on various 
subjects ; that on accident prevention, 
the longest in the book, is excellent ; 
that on drugs refers, in addition to 
alcohol and tobacco, to marijuana, mor- 
phia, heroin and cocaine, which happily 
could be omitted from a book written 
primarily for the youth of Britain ; 
on ‘How preventive measures 
serve us” and “ How Public Health Ser- 
are administered” contain both 
sound information and interesting de- 
of the American health 


those 
vices 


scriptions 
services. 

With half page the internal 
secretions of the ‘sex glands and two- 
and-a-half pages on venereal diseases 
(spread by “intimate physical contact ’’) 
the authors certainly have avoided over- 
emphasising sex. 


a on 


J. F. Gatitoway. 


For reasc ns of space the number of reviews in this issue has been cut. 
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The Central Council for Health Education offers: 


*Advice on Health Education 


National Conferences 


*Courses of Instruction 


Summer Schools on Health. 


Education. 


*Lending Library on Health and 
Health Education. 


Magazines : 


Teaching Aids 


® Free of charge to al! lecal authorities 
¢ Free of charge to al! leca!l health authorities 
Other services at cost 


to local authorities, health educ- 
ators and the public. 


at which local authority re- 
presentatives can discuss health — 
education with experts. 


for professional staffs of health § 
and education departments; other © 
— ional workers; parents and © 
others. : 


Health Education Journal (quar- 
terly), Nutrition Bulletin (alternate 
months), Better Health (monthly). 


a wide range of leaflets, booklets — 
and posters, 


a set of three filmstrips—The | 
Hygiene of Food Handling, : 


tan exhibition stand, with display 
sets exchanged every two months, 


*stands fitted with exhibition 
‘topics’—on loan, 


*a set of 12 pieces of exhibition 
furniture—on loan. 




















HEALTH EDUCATION JOURNAL 


pe as 


This quarterly Journal aims at helping the individual and the 
‘community to a higher level of physical and mental health. 


In its pages experts give interesting information about health 
and discuss the problems facing us and the best ways of giving 
people of all ages the health knowledge they need. 


The Journal is meant to be stimulating and thought provoking 
and not merely a mirror of the official views of the Central 
Council for Health Education. Contributors are therefore en- 
couraged to express their own opinions however controversial 
these may be. 


ARTICLES 


Readers are invited to submit articles on Health or Health Education. They 
should not be as a rule more than 2,000 words long. Contributions should be 
addressed to the Editor. 


SUBSCRIPTION RATES 


Single copy, 1/6, Post free, 1/7. Annual Subscription (4 issues), 6/- Post free. 
Orders to: The Medical Adviser and Secretary, Central Council for Health 
Education, Tavistock House, Tavistock Square, W.C.1. Tel. EUSton 3341. 


Editor: Robert Sutherland, M.D., D.P.H. 














